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This  packet  contains  several  pieces  descriptive  of  early  intervention 
services  for  children  birth  to  three  and  their  families  supported  by,  and 
overseen  by  the  Massachusetts  Department  of  Public  Health.    Forty-three  programs 
serving  all  towns  and  cities  in  the  commonwealth    provide  educational,  therapeutic 
and  support  services  designed  to  foster  optimal  development  of  children  and  to  ass i  s\. 
families  in  planning  for  their  children's  continuing  and  changing  needs. 

Further  information  can  be  obtained  from  the  Early  Childhood  Developmental  Services 
Unit,  Massachusetts  Department  of  Public  Health  at  (617)  727-5089. 
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EARLY  INTERVENTION  PROGRAM 
DATA  SUMMARY ,   FISCAL  YEAR  1987 

The  Early  Childhood  Developmental  Services  Unit  of 
the  Division  of  Family  Health  Services,  Massachusetts 
Department  of  Public  Health  has  the  responsibility 
for  managing  and  monitoring  the  early  intervention 
service  system.     Early  Intervention   (EI)   is  a  program 
of  therapeutic,  educational  and  social  services  which 
facilitates  the  developmental  progress  of  children 
between  the  ages  of  birth  and  three  years  whose 
developmental  patterns  are  atypical,  or  are  at 
serious  risk  to  become  atypical  through  the  influence 
of  certain  biological  or  environmental  factors.  EI 
services  are  focused  on  the  family  unit,  recognizing 
the  crucial  influence  of  the  child's  daily 
environment  on  his  or  her  growth  and  development. 

The  Early  Childhood  Developmental  Services  Unit 
(ECDSU)  maintains  an  automated  database  for  the 
clients  served  in  the  43  contracted  EI  programs.  The 
database  was  designed  to  enable  the  ECDSU  staff  to 
manage  and  monitor  the  service  system  effectively. 
Client  specific  information  collected  at  admission 
and  discharge  includes  sociodemographic ,  perinatal, 
diagnostic,  clinical     and  service  information.  The 
information  has  been  updated  quarterly  since  1984.  A 
brief  summary  of  the  data  for  FY  87   (July  1,  1986 
through  June  30,  1987)   is  presented  here. 
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INTRODUCTION 


During  FY  87,  6,563  children  received  Early 
Intervention  services,  an  increase  of  994  children 
from  FY  86.     It  has  been  estimated  that  11.5%  of  all 
children  from  birth  to  three  years  are  eligible  for 
Early  Intervention  services  as  defined  in 
Massachusetts.     The  system  has  expanded  from  serving 
21%  of  all  eligible  children  in  FY  86  to  25.8%  in  FY 
87. 

The  number  of  children  served  in  individual  EI 
programs  ranged  from  62  to  341,  with  an  average  of 
153  children  served  per  program.     Seven  programs 
served  over  200  children  during  this  time  period. 


GEOGRAPHY  -  The  Early  Intervention  programs  are 
located  throughout  the  state  to  serve  all  351  cities 
and  towns.     The  regional  distribution  of  programs  was 
as  follows  according  to  the  division's  regional 
structure : 


AGE  -  Almost  27%  of  the  children  served  were  18 
months  or  younger  on  June  30,  1987.     Forty  percent 
were  younger  than  two  years  of  age. 

GENDER  -  More  than  59%  of  the  children  were  male. 

RACE  -  Seventy-nine  percent  were  white,  non-latino. 
Blacks ,' latinos ,  mixed  racial  and  asian  populations 
were  proportionately  represented  as  they  are  in  the 
state's  population  as  a  whole. 

FAMILY  COMPOSITION  -  Thirty-seven  percent  of  the 
children  served  were  the  only  child  in  the  household, 
while  another  35%  had  one  sibling. 

More  than  25%  of  the  children  came  from  single  parent 
families  headed  by  mothers.     Almost  5%  lived  with  a 
foster  family. 


SOCIODEMOGRAPHIC 
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Northeast 
Southeast 
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7  programs 
6  programs 
11  programs 
10  programs 
9  programs 


2 


Digitized  by  the  Internet  Archive 

in  2014 


https://archive.org/details/earlyinterventioOOmass 


LANGUAGE  -  English  was  the  primary  language  spoken  by 
90%  of  the  families;     5%  spoke  Spanish. 


INCOME  -  Estimates  of  family  income  are  predictably 
difficult  to  obtain;     no  income  figures  have  been 
reported  for  23%  of  the  population  served.  The 
reported  income  distribution  was  as  follows: 

Less  than  $9,999  30% 

$10,000  -  19,999  17% 

$20,000  -  29,000  13% 

more  than  $30,000  17% 

More  than  38%  of  the  families  received  some  form  of 
public  financial  assistance,  with  40%  receiving 
Medicaid. 

EMPLOYMENT  -  A  majority  of  the  mothers   (62%)  were 
employed  full  time  at  home,  while  24%  have  full  or 
part  time  employment  outside  the  home.     More  than 
eight  percent  of  mothers  were  described  as 
unemployed.     Among  the  fathers  living  with  their 
children,  82%  were  working  full  or  part  time  outside 
the  home  and  7%  were  unemployed. 


SERVICE  INFORMATION 


REFERRAL  -  Referrals  for  EI  services  come  from  a 
variety  of  sources  during  FY  87.     Those  sources  were: 


Hospitals  33% 

Private  Physicians  18% 

VNA  6% 

Community  agency  9% 

State  agency  10% 

Friend/Relative  7% 

Other  17% 


AGE  AT  REFERRAL  -     forty-five  percent  of  children 
were  referred  at  less  than  six  months  of  age;  61% 
were  referred  by  the  time  they  were  twelve  months 
old.     More  than  41%  were  admitted  within  21  days  of 
referral . 


AGE  AT  ADMISSION  -  Over  one  third   (38%)   of  the 
children  were  admitted  into  services  before  they  were 
six  months  of  age.     Close  to  sixty  percent  had 
entered  services  by  their  first  birthday. 

PLANNED  SERVICES  -  EI  programs  provide  a  continuum 
of  services  that  include  physical,  occupational  and 
speech  therapy  and  educational,  support  and  case 
management  services  for  the  children  and  their 
families.     These  services  are  provided  either  in  the 
home  or  at  the  program  site  on  an  individual  or  group 
basis.     The  services  planned  for  clients  during  FY  87 
were : 
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Home  based  services  only 
Center  based  group  and 
home  based  services 
Center  based  individual  only 
All  three  modes 


47% 
28% 


05% 
10% 


PRIMARY  PROVIDER  -  EI  programs  employ  a  variety  of 
professionals  in  order  to  provide  an 
interdisciplinary  service.     The  children  were 
assigned  to  primary  providers  with  the  following 
educational  backgrounds: 

Education  24.8% 

Nursing  17.7% 

Speech  14.7% 

Physical  therapy  14.0% 

Occupational  therapy  13.7% 

Social  work/psychology  13.2% 

DISCHARGE  -  There  were  2,496  children  discharged 
during  FY  87.     The  average  length  of  service  was  16 
months.     Over  half  the  children  served  by  EI  programs 
had  attained  three  years  of  age  on  discharge.  Ten 
percent  were  discharged  because  further  service  was 
not  indicated. 

DISCHARGE  REFERRAL  -  Children  discharged  during  FY  87 
were  referred  to  a  variety  of  services  including: 

Local  school  system  32% 

Nursery  school/Headstart  12% 

Day  care  05% 

Another  EIP  07% 

Parents, no  other  service  20% 


RISK  FACTORS  -  Children  often  exibit  a  combination  of 
risk  factors.     Forty  eight  percent  of  the  children 
served  had  a  biological  risk  factor:  low 
birthweight,  prematurity,  metabolic  abnormality  or 
perinatal  concerns,  etc.     Forty-four  percent  had  an 


CLINICAL  INFORMATION 
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established  risk  factor:     Down  Syndrome,  cerebral 
palsy,  hydrocephaly,  blindness  or  deafness,  for 
example.     Fifty-four  percent  had  an  environmental 
risk  factor:     cognitively  limited  parent,  homeless 
family, parental  substance  abuse  or  psychiatric 
disturbance,  protective  service  case,  etc. 


PERINATAL  FACTORS  -  Forty-three  percent  of  the 
children  received  special  care  after  birth  in  a 
neonatal  intensive  care  unit  or  special  care 
nursery.     The  average  birthweight  was  2769  grams 
(6.12  pounds)  while  14%  weighed  less  than  1500  grams 
(3.3  pounds)  at  birth.     The  average  birthweight  for 
the  general  population  for  children  born  from 
1983-1985  was  3387  grams  or  71bs.  10oz. 


The  average  gestational  period  for  this  population 
was  36.95  weeks;     39%  were  born  prematurely,  with 
(14%)  of  the  children  having  a  gestational  age  of 
less  than  32  weeks.     Eleven  percent  of  mothers  were 
less  than  nineteen  years  old  at  the  birth  of  this 
child. 


FUNCTIONAL  PROBLEMS  -  Information  is  collected  on 
performance  levels  in  functional  areas.  Twenty 
percent  of  the  population  served  during  FY  87  did  not 
have  a  functional  problem,  while  52%  had  three  or 
more  functional  impairments  in  the  progression  of 
gross  or  fine  motor,  skills,  receptive  or  expressive 
language,  social  or  cognitive  development,  and  the 
acuity  of  vision  or  hearing. 


FAMILY  PROBLEMS  -  Information  is  collected  concerning 
family  issues  and  stability  of  the  home  environment. 

Thirty-seven  percent  of  the  population  served  were 
not  described  as  having  any  of  the  needs  or  problems 
listed.     Forty-one  percent  had  two  or  more  family 
problems.     Needs  and  problems  listed  include  parent 
emotional  or  cognitive  status,  family  crisis, 
parenting  skills,  substance  abuse,  and  protective 
service  status  of  child. 


The  Early  Childhood  Developmental  Services  Unit 
welcomes  inquires  regarding  its  programs  or  this  data 
system.     For  further  information  please  call  Karl 
Kastorf,  Director,  at   (617)  727-5090. 
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THE  COMMONWEALTH  OF  MASSACHUSETTS 
ADVANCE  COPY  1983  ACTS  AND  RESOLVES 

MICHAEL  JOSEPH  CONNOLLY,  SECRETARY  OF  STATE 


RELATIVE  TO  EARLY  CHILDHOOD  INTERVEN- 
TION SERViCLS. 

Be  it  enacted,  etc.  ,  as  follows: 

SECTION  1.  The  General  Laws  are  hereby  amended  by  in- 
serting after  Chapter  111E  the  following  chapter: - 

Chapter  111  F 

Section  1  .  For  the  purposes  of  this  chapter,  the  following 
words  shall  have  the  following  meanings  unless  the  context  or 
subject  matter  clearly  requires  otherwise:  - 

"Advisory  Committee",  the  committee  established  pursuant  to 
section  three; 

"Commissioner",  the  commissioner  of  the  department  of  public 
health; 

"Department",  the  department  of  public  health; 

"Division",  the  division  of  family  health  services  which  is  an 
administrative  division  within  the  department  of  public  health; 

"Early  intervention  services",  services  provided  to  children 
and  the  families  of  children,  who  are  between  birth  and  three 
years  of  age  and  who  have  identified  handicapping  conditions  or 
who  are  at  risk  for  developmental  delays  due  to  biological, 
established,  or  environmental  factors.  Such  services  are  for  the 
purpose  of  minimizing  the  potential  for  developmental  delay  and 
for  preventing  the  institutionalization  of  such  children  and  shall 
be  developmental  services,  including  but  not  limited  to  speech, 
occupational  and  physical  therapy,  social  work,  psychological, 
educational,  and  nursing  services. 

Section  2.  The  department  shall  establish  a  state  wide  system 
of  programs  providing  early  intervention  services.  The  depart- 
ment shall  be  the  sole  source  of  state  funds  for  early  interven- 
tion services;  provided,  however,  that  reimbursement  for  such 
services  shall  be  allowed  pursuant  to  section  six  of  chapter  one 
hundred  and  eighteen  E.  The  department  shall  be  the  lead 
agency  for  the  coordination  of  all  governmental  funding,  both 
state  and  federal,  for  such  programs. 

Such  programs  shall  be  located  within  the  division  of  family 
health  services.  The  division  shall  be  responsible  for  implement- 
ing and  administering  such  programs. 

The  division  shall  develop  and  promulgate  uniform  rules  and 
regulations  for  the  provision  of  early  intervention  services.  The 
division  may  contract  with  any  agencies,  individuals  or  groups 
for  the  provision  of  such  services,  subject  to  appropriation. 

Section  3.  The  commissioner  shall  appoint  an  advisory  com- 
mittee which  shall  consist  of  fifteen  members,  including  one 
representative  from  each  of  the  following  state  agencies:  the 
department  of  public  health,  the  department  of  mental  health, 
the  department  of  education,  the  department  of  public  welfare, 
the  department  of   social    services,    and   the  office  for  children; 


one  representative  of  the  Massachusetts  Early  Intervention  Con- 
sortium; at  least  three  or  whom  shall  represent  program  con- 
sumers; at  least  three  of  whom  shall  represent  program  pro- 
viders; and  at  least  one  of  whom  shall  represent  the  collective 
bargaining  unit  which  represents  state  employees  who  provide 
early  intervention  services.  Said  committee  shall  advise  the 
division  relative  the  development  of  program  standards,  the 
gathering  of  statistical  and  assessment  data,  the  coordination  of 
state  agencies,  the  resolution  of  administrative  and  collective 
bargaining  issues,  the  promotion  of  early  intervention  services, 
and  coordination  and  planning  to  maximize  resources. 

Section  4.  The  division,  with  the  advice  of  the  advisory 
committee,  shall  investigate  alternative  revenue  sources  for  early 
intervention  services.  A  system  of  payments  by  families  shall  be 
established  which  promotes  accessibility  to  services  to  all  families 
in  need  of  such  services.  This  system  may  include  a  schedule 
of  sliding  fees  developed  in  accordance  with  applicable  state  and 
federal  law. 

The  division  shall  develop  a  donated  funds  program  to  en- 
courage the  development  of  funds  other  than  state  appropriations 
for  early  intervention  services.  Such  sources  of  funds  may 
include  private  donations  or  monies  from  city,  town,  or  county 
governments  but  shall  not  include  funds  from  other  state 
agencies.  The  state  shall  provide  two  dollars  for  each  dollar  of 
donated  funds  which  have  been  committed  from  such  non-state 
source. 

■Section  5.  The  division  shall  monitor  and  assess  the  effective- 
ness of  early  intervention  services.  Programs  which  are  in 
receipt  of  state  or  federal  funding  for  early  intervention  services 
shall  report  such  information  relative  to  program  models,  charac- 
teristics of  clients,  expenditures,  and  other  material  information 
as  the  division,  with  the  advice  of  the  advisory  committee,,  shall 
request  for  the  purpose  of  monitoring  and  assessing  the  effect- 
iveness of  such  programs. 

Section  6.  Whenever  transportation  to  early  intervention 
services  is  required,  the  department  shall  notify  the  department 
of^  education,  which  shall  provide  transportation  services  as 
provided  in  section  thirteen  of  chapter  seventy-one  B. 

SECTION  2.  Section  6  of  chapter  118E  of  the  General  Laws, 
as  most  recently  amended  by  section  182  of  chapter  351  of  the 
acts  of  1981,  is  hereby  further  amended  by  inserting  at  the  end 
thereof  the  following  sentence: - 

Notwithstanding  the  foregoing  provisions  of  this  section,  the 
department  shall  provide  reimbursement  for  early  intervention 
services  as  defined  in  section  one  of  chapter  one  hundred  and 
eleven  F  which  may  be  reimbursable  under  said  Title  XIX,  in- 
cluding any  provisions  allowing  for  waiver  of,  any  statutes  or 
regulations  relating  thereto,  for  persons  who  are  financially  and 
categorically  eligible  for  medical  assistance  under  said  Title  XIX. 

SECTION  3.  All  employees  of  the  department  of  mental  health 
from  which  powers  and  duties  are  transferred  to  the  department 
of  public  health  by  this  act  or  by  section  thirty-six  of  chapter 
one  hundred  and  ninety-one  of  the  acts  of  nineteen  hundred  and 
eighty-two,  who,  immediately  prior  to  the  effective  date  of  such 
acts,    hold   positions    related   to   the   exercise  of   such    powers  or 


<he  performance  of  such  dutie.".  ^nd  either  hold  permanent  ap- 
pointment in  positions  classified  under  chapter  thirty-one  of  the 
General  Laws  or  have  tenure  in  their  positions  by  reason  of 
section  nine  A  of  chapter  thirty  of  the  General  Laws  are  hereby 
transferred  to  the  department  of  public  health,  every  such 
transfer  to  be  without  impairment  of  civil  service  status,  senior- 
ity, retirement  or  other  rights  of  the  employee  and  without 
interruption  of  service  within  the  means  of  said  chapter  thirty- 
one  or  said  section  nine  D  of  chapter  thirty  of  the  General  Laws 
and  without  reduction  in  compensation  or  salary  grade  notwith- 
standing any  change  in  title  or  duties  resulting  from  such  trans- 
fer, subject  to  the  provisions  of  said  chapter  thirty-one  and  the 
rules  and  regulations  adopted  thereunder. 

All  employees  of  the  department  of  mental  health  who,  immedia- 
tely prior  to  said  effective  dates,  hold  positions  related  to  the 
exercise  of  such  powers  or  the  performance  of  such  duties  but 
neither  hold  permanent  appointments  in  such  positions  nor  have 
such  tenure,  are  hereby  transferred  to  the  department  of  public 
health,  every  such  transfer  to  be  without  impairment  of  seniori- 
ty, retirement  and  other  rights  of  the  employee,  and  without 
interruption  of  service  within  the  meaning  of  said  section  nine  A 
of  chapter  thirty  of  the  General  Laws  and  without  reduction  in 
compensation  of  salary  grade,  notwithstanding  any  change  in 
title  or  duties  resulting  from  such  transfer. 

Nothing  in  this  section  shall  be  construed  to  confer  upon  any 
employee  any  right  not  held  immediately  prior  to  the  effective 
date  of  such  acts  or  to  prohibit  any  reduction  of  salary  or 
grade,  transfer,  reassignment,  suspension,  discharge,  layoff,  or 
abolition  of  position  not  prohibited  prior  to  said  effective  dates. 

The  status  of  the  incumbent  of  any  office  or  position  placed 
within  the  classified  civil  service  by  this  act  shall  be  determined 
pursuant  to  the  provisions  of  section  fifty-six  of  said  chapter 
thirty-one. 

SECTION  4.  Notwithstanding  the  provisions  of  any  other  law 
to  the  contrary,  the  department  of  public  health  may,  subject  to 
appropriation ,  enter  into  agreements  for  the  provision  of  early 
intervention  services  as  defined  in  section  one  of  chapter  one 
hundred  and  eleven  F  of  the  General  Laws  with  non-profit  chari- 
table corporations,  partnerships  or  collaboratives ,  so-called,  and 
other  partnership  clinics  providing  mental  health  services  with 
the  department  of  mental  health,  all  of  which  shall  be  licensed 
by  the  department  of  public  health  pursuant  to  section  fifty-one 
of  chapter  one  hundred  and  eleven  of  the  General  Laws,  or 
pursuant  to  said  chapter  one  hundred  and  eleven  F  of  the  Gene- 
ral Laws.  Such  agreements  may  provide  for  the  retention  of  all 
revenues  resulting  from  all  billings  and  third  party  reimburse- 
ments by  the  nonprofit  charitable  corporations,  partnerships  or 
collaboratives  and  other  partnership  clinics  providing  mental 
health  services  with  the  department  of  mental  health  so  licensed 
by  the  department  of  public  health;  provided,  however,  that  the 
expenditure  of  such  funds  is  m-de  in  conformance  with  applicable 
state  and  federal  law  and  subject  to  the  approval  of  the  commis- 
sioner of  public  health.  All  revenues  relating  to  the  provision 
of  early  intervention  services  received  by  the  community  mental 
health  centers  operated  by  the  Commonwealth  in  state-owned 
premises    by    and    through    community  mental   health   centers  in- 


eluding  reimbursements  under  Ti'Jos  XVIII  ar,d  XIX  of  the  Social 
Security  Act  shall  be  Leposit^c  in  one  or  more  trust  funds  in 
the  state  treasury  of  which  the  commissioner  of  public  health 
shall  be  trustee  and  may  be  expended  by  the  department  of 
public  health  for  the  operation,  maintenance,  management,  stabi- 
lization, and  delivery  of  early  intervention  services  by  and 
through  such  community  mental  heaith  centers  and  its  other 
affiliated  services  providing  agencies;  provided,  that  all  ex- 
penditures from  said  trust  funds  so  made  shall  conform  to  stand- 
ard state  accounting  procedures  and  such  further  requirements 
as  prescribed  by  the  comptroller  provided  further,  that  the 
commissioner  of  public  health  in  his  capacity  as  trustee  shall 
report  monthly  to  the  commissioner  of  administration  and  to  the 
house  and  senate  committees  on  ways  and  means  such  revenues 
and  reimbursements  received  and  expenditures  made;  and  pro- 
vided further,  that  whenever  any  such  trust  fund  ceases  to  be 
operative,  all  monies  remaining  in  such  fund  shall  accrue  to  the 
General  Fund. 

SECTION  5.  The  provisions  of  sections  three  and  four  of  this 
act  shall  be  effective  July  first,  nineteen  hundred  and  eighty- 
four. 

SECTION  6.  Chapter  seventy-one  B  of  the  General  Laws  is 
hereby  amended  by  striking  out  section  thirteen,  as  most  recent- 
ly amended  by  section  four  of  chapter  607  of  the  Acts  of  1982, 
and-  inserting  in  place  thereof  the  following  section :- 

Section  13.  The  department  shall  establish,  maintain  and 
operate  a  program  of  transportation  services  for  children  of 
preschool  age  who  attend  programs  of  the  department  of  mental 
health  or  the  department  of  public  health  pursuant  to  the  provi- 
sions of  section  twenty-seven  of  chapter  nineteen,  for  children 
who  attend  early  intervention  programs  of  the  department  of 
public  health  pursuant  to  chapter  one  hundred  and  eleven  F, 
and  for  mentally  retarded  persons  who  attend  educational,  habili- 
tational  or  day  care  programs  or  facilities  of  the  department  of 
mental  health  under  the  provisions  of  said  chapter  nineteen,  on 
such  days  as  such  facility  of  school  is  in  session. 

In  transporting  children  who  attend  early  intervention  pro- 
grams as  defined  in  section  one  of  chapter  one  hundred  and 
eleven  F,  the  department  shall  take  appropriate  steps  to  ensure 
the  safety  of  said  children.  If  the  Department  determines  that 
said  children  cannot  be  transported  safely  without  the  assistance 
of  monitors,  said  transportation  services  shall  include  provision 
of  monitors.  Nothing  in  this  section  shall  preclude  the  abilitv  of 
parents  to  serve  as  unpaid  monitors  when  their  children  are 
being  transported. 

SECTION  7.  The  advisory  committee,  appointed  pursuant  to 
section  three  of  chapter  one  hundred  eleven  F  as  created  in 
section  one  of  this  act,  shall  make  an  investigation  and  study 
relative  to  the  feasibility  and  wisd^^  of  requiring  state  licensure 
of  all  early  intervention  programs  operating  in  the  Common- 
wealth.    The  committee  shall  submit  such  study  and  any  recom- 


mended  legislation  pertaining  thereto,  to  the  House  and  Senate 
Committees  on  Ways  and  Means  on  or  before  July  first,  nineteen 
hundred  and  eighty-four. 


Approved  December  22,  1983. 
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(106  CMR  440.001  through  440.400  Reserved) 


440.401;  Introduction 

This  Chapter  440.000  contains  regulations  governing  the 
participation  of  early  intervention  programs  in  the  Massa- 
chusetts Medical  Assistance  Program.    The  general  operation  of 
early  intervention  programs  is  governed  by  the  Massachusetts 
Department  of  Public  Health,  through  its  Early  Intervention 
Operational  Standards. 


440.402:  Definitions 


The  following  terms  used  in  this  Chapter  440.000  shall  have 
the  meanings  given  in  this  section  unless  the  context  clearly 
requires  a  different  meaning. 

(A)  Assessment  —  a  formal  multidiscip linary  evaluation  of  a 
child's  developmental  status  and  family  situation  that 
includes  the  use  of  a  normed  developmental  assessment  tool 
(such  as,  but  not  limited  to,  the  Bay ley  Scales  of  Infant 
Development,  the  Early  Intervention  Developmental  Profile 
(Michigan),  and  the  Brazelton  Neonatal  Assessment  Scales)  and 
the  observation  and  measurement  of  fine  and  gross  motor 
skills,  cognitive  ability,  communication  skills,  temperament, 
self -care  and  feeding  skills,  socialization,  family  interac- 
tions, and  social  and  economic  support  systems  available  to 
the  family.    These  observations  and  measurements  are  then  used 
in  the  development  or  updating  of  an  individual  intervention 
plan  as  described  in  Subsection  VI(A)  of  the  operational 
Standards. 

(B)  Biological  Risk  —  the  presence  of  a  documented  history 
of  prenatal,  perinatal,  neonatal,  or  early  developmental 
events  or  conditions  suggestive  of  damage  to  the  central 
nervous  system  or  of  later  atypical  development,  such  as,  but 
not  limited  to,  meningitis,  heart  defects,  or  bronchopulmonary 
dysplasia. 

(C)  Caregiver  —  an  individual  (such  as,  but  not  limited  to, 
a  parent,  foster  parent,  or  day-care  worker)  who  assumes  pri- 
mary responsibility  for  the  day-to-day  care  of  a  child. 

(D)  Center-Based  Individual  Visit  —  a  face-to-face  meeting, 
at  an  early  Intervention  program's  site,  of  one  recipient  or 
one  recipient's  caregiver,  or  both,  with  professional  program 
staff  for  the  purpose  of  furt.. string  the  recipient's  develop- 
mental progress. 

(E)  Child-Focused  Group  Session  —  a  face-to-face  meeting,  at 
an  early  Intervention  program's  site,  of  a  group  of  recipients 
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with  professional  program  staff  for  the  purpose  of  furthering 
the  recipients'  developmental  progress. 

(F)  Early  Intervention  Program  —  a  program  that  meets  che 
Early  Intervention  Provisional  Standards  of  the  Department  of 
Public  Health  and  that  provides  services  such  as  therapy  and 
social,  medical,,  educational,  and  developmental  services  for 
children  aged  three  years  or  younger  who  are  at  biological , 
environmental,  or  established  risk,  and  their  families. 

(G)  Environmental  Risk  —  the  presence  of  an  environmental 
factor  that  may  pose  a  serious  threat  to  a  child's  develop- 
ment, such  as,  but  not  limited  to,  inadequate  health  care, 
poor  nutrition,  lack  of  physical  or  social  stimulation,  or 
psychotic,  drug-dependent,  or  alcohol-dependent  family 
members. 


(H)  Established  Risk  —  the  presence  of  a  developmental  delay 
or  deviation  of  unknown  etiology,  or  the  likelihood  of  a 
developmental  delay  or  deviation  due  to  a  diagnosed  medical 
disorder  of  known  etiology  such  as,  but  not  limited  to, 
cerebral  palsy,  spina  bifida,  Down's  syndrome,  microcephalia, 
or  infantile  autism. 

(I)  Home  Visit  —  a  face-to-face  meeting  of  che  recipient, 
the  recipient's  caregiver,  or  both,  with  professional  program 
staff  at  the  recipient's  home,  a  hospital,  or  a  day-care 
setting,  for  the  purpose  of  furthering  the  recipient's  devel- 
opmental progress. 

(J)    Operational  Standards  —  the  Early  Intervention  Opera- 
tional Standards  developed  by  the  Massachusetts  Department  of 
Public  Health  to  govern  the  general  operation  of  early  inter- 
vention programs  In  Massachusetts. 

(K)     Parent-Focused  Group  Session  —  a  face-to-face  meeting  of 
a  group  of  recipients'  parents  and  persons  filling  the  role  of 
parents  (for  example,  a  grandparent,  foster  parent,  or 
guardian;  but  not  a  daycare  worker)  with  professional  program 
staff,  for  the  purpose  of  support  and  guidance. 

(L)     Screening  —  an  initial  face-to-face  meeting  of  a  recip- 
ient and  a  recipient's  caregiver  with  professional  program 
staff  to  determine  whether  the  recipient  would  be 
appropriately  placed  in  an  early  Intervention  program, 
according  to  the  Provisional  Standards  and  this  Chapter 
440.000. 


(M)    Working  Hour  —  one  hour  worked  on  a  screening  or  an 
assessment  by  one  professional  staff  member.     (For  example,  if 
three  professionals  work  together  for  one  hour  to  complete  an 
assessment,  the  assessment  lasts  three  working  hours.) 


  106  CMS,:     DEPARTMENT  OF  PUBLIC  WELFARE  OB-»3 

Trans,  by  MA  Letter 

MEDICAL  ASSISTANCE  PROGRAM 
EARLY  INTERVENTION  PROGRAM  SERVICES        Chapter  440 
Rev.     DRAFT  Page        440.  <VQ3 


440.403;     Eligible  and  Ineligible  Recipients 

(A)  Eligible  Recipients.     The  Department  will  pay  for  early 
intervention  program  services  provided  to  a  recipient  in  cate- 
gory of  assistance  00  (Refugee),  02  (AFDC) ,  03  ( SSI/ Disabled ) , 
06  (MA/ AFDC),  07  (MA/Disabled) ,  or  08  (MA/Under  21)  who  meets 
all  of  the  following  criteria.     Payment  is  subject  to  the 
limitations  and  restrictions  of  this  Chapter  440.000. 

(1)  The  recipient  is  considered  to  be  subject  to  a  biolog- 
ical, environmental,  or  established  risk. 

(2)  Failure  to  receive  early  intervention  services  is 
expected  to  Impede  the  recipient's  development. 

(3)  The  recipient  is  aged  three  years  or  younger.  An 
exception  may  be  made  if  the  recipient  is  in  the  process  of 
transferring  from  the  program.     The  Department  will  con- 
tinue to  pay  as  follows  for  services  delivered  to  such  a 
recipient: 

(a)  if  the  recipient  was  born  on  or  before  April  1,  for 
three  months  after  the  recipient's  third  birthday;  and 

(b)  if  the  recipient  was  born  after  April  1,  until 
September  1  of  the  year  of  the  recipient's  third  birth- 
day. 

(B)  Ineligible  Recipients.    The  Department  will  not  pay  for 
early  Intervention  program  services  provided  to  a  recipient 
in  category  of  assistance  01  (SSI/ Aged),  04  (General  Relief), 
or  05  (MA/ Aged). 


44Q.4Q4:     Provider  Eligibility 

(A)     In  State.    To  participate  in  the  Medical  Assistance 
Program*  an  early  intervention  program  located  in 
Massachusetts  must  fulfill  the  following  requirements. 

(1)  Evidence  of  the  program's  compliance  with  the 
Operational  Standards  must  be  submitted  to  the  Department. 
This  evidence,  supplied  by  the  provider  as  a  result  of  an 
on-site  review  of  the  program,  must  consist  of  a  letter  on 
Department  of  Public  Health  stationery  stating  that  the 
program  is  In  compliance  with  the  Operational  Standards  and 
has  been  reviewed  by  the  Department  of  Public  Health.  The 
letter  must  Include  the  date  of  the  review. 

(2)  The  provider  must  complete  the  Medical  Assistance 
Program  Provider  Application. 

(3)  After  completion  of  the  application  process,  the  pro- 
vider must  enter  into  a  provider  agreement  with  the  Depart- 
ment.    Payments  will  not  be  made  for  services  provided 
prior  to  the  effective  date  of  the  provider  agreement. 
Continuation  of  the  agreement  will  be  subject  to  the 
Department ' s  receipt  each  year  of  documentation  from  the 
Department  of  Public  Health  as  specified  in  Subsection  (1) 
above. 
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(B)    Out  of  State.     The  Department  will  not  pay  for  early 
intervention  services  provided  by  an  early  intervention 
program  located  outside  the  Commonwealth  of  Massachusetts. 


(106  CMR  440.405  through  440.410  Reserved) 
440.411:     Staff  Qualifications 


The  Department  will  pay  for  early  intervention  services 
only  when  they  are  furnished  by  those  professional  program 
staff  members  designated  in  Section  440.412  who  possess  the 
qualifications  listed  below. 

(A)  A  developmental  educator  must  possess  a  bachelor's  degree 
in  early  childhood  development  or  education,  or  a  bachelor's 
degree  in  special  education  with  a  concentration  in  infancy  or 
early  childhood  or  considerable  professional  experience 
working  with  very  young  children. 

(B)  A  nurse  must  possess  a  bachelor's  degree  in  nursing  from 
an  accredited  program,  and  be  registered  with  the  Massachu- 
setts Board  of  Registration  in  Nursing. 

(C)  An  occupational  therapist  must  be  a  graduate  of  an  occu- 
pational therapy  curriculum  approved  by  the  American  Occupa- 
tional Therapy  Association,  and  be  licensed  by  the  Massachu- 
setts Board  of  Registration  in  Allied  Health  Professions. 

(D)  A  physical  therapist  must  be  a  graduate  of  a  physical 
therapy  curriculum  approved  by  the  American  Physical  Therapy 
Association,-  and  be  licensed  by  the  Massachusetts  Board  of 
Registration  in  Allied  Health  Professions. 

(E)  A  psychologist  must  possess  a  master's  degree  from  an 
accredited  program  in  psychology,  educational  psychology, 
counseling  psychology,  or  developmental  psychology. 

(?)    A  social  worker  must  possess  a  bachelor's  degree  and  must 
be  licensed  as  at  Least  a  licensed  certified  social  worker 
(LCSW)  licensed  by  the  Massachusetts  Board  of  Registration  for 
Social  Work. 

(G)    A  speech  and  language  pathologist  must. either  possess  a 
Certificate  of  Clinical  Competence  (CCC)  granted  by  the 
American  Speech,  Language,  and  Hearing  Association,  or  be  in 
the  process  of  completing  the  clinical  fellowship  year  prior 
to  being  granted  a  Certificate  of  Clinical  Competence. 
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440.412:     Reimbursable  Services 


(A)  The  Department  will  pay  an  early  intervention  program  for 
the  following  services  only  when  they  are  furnished  by  a 
nurse,  an  occupational  therapist,  a  physical  therapist,  a 
speech  and  language  pathologist,  a  social  worker,  or  a 
psychologist : 

(1)  a  home  visit ; 

(2)  a  center-based  individual  visit; 

(3)  a  child-focused  group  session;  and 

(4)  a  parent-focused  group  session. 

(B)  The  Department  will  pay  an  early  intervention  program  for 
the  following  services  only  when  they  are  furnished  by  a 
nurse,  an  occupational  therapist,  a  physical  therapist,  a 
speech  and  language  pathologist,  a  social  worker,  or  a  psy- 
chologist; or  a  developmental  educator  working  with  one  of  the 
above: 

(1)  an  assessment;  and 

(2)  a  screening. 

440.413:     Nonreimbursable  Services 

The  Department  will  not  pay  an  early  intervention  program 
for  the  following: 


(A)     research  or  experimental  treatment; 


(B)  educational  services; 

(C)  recreational  services; 

(D)  nutritional  counseling; 

(E)  respite  services; 


(F)  home  or  center-based  visits  not  conducted  by  a  nurse,  an 
occupational  therapist,  a  physical  therapist,  a  speech  and 
language  pathologist,  a  social  worker,  or  a  psychologist ;  and 

(G)  any  visits,  screenings,  group  sessions,  or  assessments 
that  are  missed  by  a  recipient  or  cancelled. 


440.414:    Coordination  of  Services 


The  Department  will  pay  for  early  intervention  services 
only  when  the  following  conditions  are  aet. 


(A)  Case  Coordinator.  The  program  mst  assign  to  each  recip- 
ient a  case  coordinator  who  is  responsible  for  the  following: 


  106  CMR;     DEPARTMENT  OF  PUBLIC  WELFARE  L>  fr"* 

Trans,  by  MA  Lacter 

MEDICAL  ASSISTANCE  PROGRAM 
EARLY  INTERVENTION  PROGRAM  SERVICES        Chapter  440 
Rev.     DRAFT  Page  440.4/5 

( 1)  coordinating  and  directing  services  provided  to  the 
recipient ; 

(2)  developing  the  recipient's  individual  intervention 
plan  as  described  in  the  Operational  Standards;  and 

(3)  keeping  monthly  notes  of  the  recipient's  progress. 

(B)  Physician  or  Clinic  Care.     The  program  must  ensure  that 
the  recipient  is  under  the  routine  care  of  a  physician  or 
clinic  and  that,  if  the  recipient  has  not  been  examined  by 
this  clinic  or  physician  more  recently  than  six  months  before 
admission  to  the  program,  the  recipient  is  so  examined  within 
90  days  after  admission.     If  the  program  is  unable  to  fulfill 
this  reqirement,  it  must  submit  to  the  Department  documen- 
tation of  its  attempts  to  do  so. 

(C)  Translation  Services.    An  early  intervention  program  must 
be  responsive  to  the  needs  of  the  non-English-speaking  popula- 
tion living  within  its  service  area.     If  interpretive  assist- 
ance is  not  readily  available,  the  case  coordinator  or  the 
program  must  establish  contact  with  appropriate  community 
agencies  that  can  aid  the  program  by  helping  recipients  and 
their  families  with  language  or  cultural  barriers. 

440.415:     Recordkeeping  Requirements 

The  Department  will  pay  for  early  intervention  services 
only  when  the  program  maintains,  for  at  least  six  years  after 
the  recipient  leaves  the  program,  records  for  each  recipient 
that  include  at  least  all  the  information  required  by  the 
Department  of  Public  Health  in  its  Operational  Standards  and 
the  following: 

(A)  the  recipient's  name,  address,  and  recipient  identi- 
fication number; 

(B)  the  name  and  address  of  the  recipient's  caregiver; 

(C)  the  name  of  the  case  coordinator; 

(D)  the  name  and  address  of  the  recipient' 3  primary  physi- 
cian, clinic,  or  coordinated  health  site  (see  Part  I  of  the 
billing  instructions  in  Subchapter  5  of  the  Early  Inter- 
vention Program  Manual  for  listings  of  coordinated  heaTch 
sites) ; 

(E)  a  schedule  of  visits,  group  sessions,  assessments, 
progress  reviews,  and  other  services  that  have  been  or  will  be 
provided; 


(F)    an  attendance  record; 
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(G)  a  report  for  each  reimbursable  service  provided,  listing 
the  date,  duration,  and  cype  of  service,  the  program  staff 
involved,  the  ratio  of  staff  to  participants,  and  Che  work 
accomplished;  and 

(H)  copies  of  any  correspondence  and  reports  of  any  con- 
sultations about  the  recipient's  treatment  with  Che  recip- 
ient's family  or  friends  or  other  individuals  noc  employed  by 
che  program. 

(106  CMR  440.416  through  440.420  Reserved) 

440.421:     Payment  Limitations:     Duration  and  Frequency 

(A)  Home  Visit.     Payment  for  a  home  visit  is  Limited  co  cwo 
hours  per  visic. 

(B)  Center-Based  Individual  Visit.     Payment  for  a  center- 
based  individual  visit  is  limiced  Co  cwo  hours  per  visic. 

(C)  Child-Focused  Group  Session.  Payment  for  a  child-focused 
group  is  limiced  Co  cwo  and  one-half  hours  per  session. 

(D)  Parent-Focused  Group  Session.  Payment  for  a  parent- 
focused  group  is  limiced  co  cwo  hours  per  session  and  one 
session  per  week. 

(E)  Services  Provided  on  che  Same  Day.     The  Department  will 
not  pay  for  more  Chan  one  visic  or  session  wich  che  same  serv- 
ice code  provided  Co  che  same  recipient  on  che  same  day. 

(F)  Assessment .     An  assessment  must  be  conducted  upon  che 
recipient's  enrollment  in  the  program  and  at  least  once,  and 
no  more  than  twice,  every  twelve  months  (including  che  initial 
assessment).     Payment  for  each  assessment  is  limited  to  five 
working  hours. 

(G)  Screening.     Payment  for  a  screening  is  limited  to  two 
working  hours. 


440.422:     Rates  of  Payment 


(A)     The  Massachusetts  Rate  Setting  Commission  determines  the  maxistuci 
allowable  fees  for  reimbursable  services  provided  by  early  interven- 
tion programs.     Payment  is  subject  to  the  conditions,  exclusions,  and 
limitations  set  forth  in  the  regulations  in  this  Chapter  440.000. 
Payment  for  a  service  provided  by  an  early  intervention  program  shall 
be  the  lowest  of  the  following: 


( 1)  the  provider's  usual  and  customary  fee;  or 

(2)  the  maximum  allowable  fee  listed  in  the  fee  schedule  in 
Section  440.601. 
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(B)    Maximum  allowable  fees  for  early  intervention  services  include 
payment  for  administrative  operations  and  for  all  aspects  of  service 
delivery.     Providers  may  not  bill  separately  for  services  such  as,  bu 
not  limited  to,  the  following: 

(1)  registration; 

(2)  telephone  contacts; 

(3)  information  and  referral  services; 

(4)  recordkeeping; 

(5)  travel  costs  incurred  by  program  staff  during  home  visits  and 
consultations ; 

(6)  supervisory  services;  and 

(7)  translation  services. 


(106  CMR  440.423  through  440.600  Reserved) 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
EARLY  INTERVENTION  OPERATIONAL  STANDAROS 


July,  1984 

Revised  January,  1987 


EARLY  INTERVENTION  OPERATIONAL  STANOAR05 


I .  Definition  of  Early  Intervention 

Early  Intervention  (EI)  is  a  program  of  therapeutic,  educational  and 
social  services  which  facilitates  the  developmental  progress  of  children 
between  the  ages  of  birth  and  three  years  of  whose  developmental  patterns 
are  atypical,  or  are  at  serious  risk  to  become  atypical  through  the 
influence  of  certain  biological  or  environmental  factors. 

EI  services  are  focused  on  the  family  unit,  recognizing  the  crucial 
influence  of  the  child's  daily  environment  on  his  or  her  growth  and 
development.    Therefore,  rather  than  working  with  the  child  in  isolation, 
EI  staff  attempt  to  transfer  their  specialized  knowledge  and  techniques 
to  those  individuals  present  in  the  child's  natural  environment,  which 
may  include  settings  other  than  the  child's  home.    The  program  seeks  to 
support  and  encourage  the  caregiver's  growth  toward  independence  in 
planning  for  the  child's  continuing  and  changing  needs. 

I I .  Client  Population 

EI  programs  serve  families  with  children  who  have  special  needs  for  a 
variety  of  reasons.    All  programs  must  have  the  capacity  to  serve 
children  in  each  of  the  categories  listed  below,  and  may  define 
priorities  within  these  groups.     In  defining  priorities,  the  dominant 
needs  in  the  service  area  and  capabilities  of  other  area  service 
providers  should  be  determining  factors.     Programs  must  be  able  to 
document  the  process  used  to  determined  priorities  for  service.  These 
children  can  fall  into  one  or  more  of  the  following  categories. 

A.    Established  Risk:  established  risk  infants    are  those  whose 
early  development  is  influenced  by  diagnosed  medical  disorders 
of  known  etiology  bearing  relatively  well  known  expectancies 
for  developmental  outcome  within  varying  ranges  of 
developmental  delay. 

Also  within  this  category  are  children  who  during  the  infancy 
period,  or  more  commonly  in  the  second  year  of  life,  begin  to 
manifest  developmental  delays  or  deviations.    Etiology  for 
these  children  is  often  unknown. 

Intervention  with  these  children  is  directed  toward  assisting 
them  to  develop  to  their  optimal  level  of  functioning. 
Families  of  these  children  are  supported  and  assisted  in 
learning  additional  or  special  caregiving  routines  and 
techniques  in  order  to  further  the  child's  development,  and 
support  the  family  system. 


B.  Biological  risk:  Biological  risk  infants  are  those  with  a 
history  of  prenatal,  perinatal,  neonatal,  or  early 
developmental  events  suggestive  of  biological  insults  to  the 
developing  central  nervous  system  which,  either  singly  or 
collectively,  increase  the  probability  of  later  atypical 
development. 

Intervention  is  directed  toward  monitoring  the  developmental 
progress  of  these  children  and  providing  support  to  families, 
who  may  exhibit  a  high  level  of  anxiety  regarding  the 
developmental  outcome  for  the  child.    Monitoring  and  support 
are  provided  until  such  time  as  it  is  apparent  that  the  child 
is  no  longer  at  increased  risk,  or  until  it  is  evident  that 
child  or  family  concerns  warrant  more  intensive  service. 

C.  Environmental  Risk:  Environmental  risk  infants  are  those  who 
are  biologically  sound  but  whose  early  life  experience, 
including  maternal  and  family  care,  health  care,  nutrition, 
opportunities  for  expression  of  adaptive  behaviors,  and 
patterns  of  physical  and  social  stimulation  are  sufficiently 
limiting  to  the  extent  that  they  impart  high  probability  for 
delayed  development. 

Intervention  with  these  children  is  directed  toward  increasing 
the  caregiver's  understanding  of  the  needs  of  their  child  in 
infancy  and  early  childhood,  and  in  imparting  to  the  caregiver 
specific  skills  and  knowledge  while  enhancing  the  child's 
physical,  cognitive,  and  social  development.    Services  are 
provided  to  address  family  needs. 

III.    Service  Providers  and  Roles 

A.        EI  Core  Team:  An  early  intervention  program  must  have  a  minimum  of 
three  core  team  members,  each  of  whom  must  work  at  least  .75  of  a 
full  time  equivalent.    The  core  team  is  comprised  of  a 
developmental  educator  and  two  other  of  the  professionals  listed 
below. 

Disciplines  which  may  make  up  the  core  team  and  their  minimal 
educational  requirements  are  the  following: 

1.  Developmental  Educator:    A  bachelor's  degree  in  early  childhood 
development/education  or  in  special  education  with  a 
concentration  or  considerable  experience  in  infancy/early 

chi Idhood . 

2.  Nurse:    Registered  by  the  Massachusetts  Board  of  Registration 
in  Nursing  and  Bachelor's  Degree  in  Nursing  from  an  accredited 
program  or  an  RN  with  equivalent  experience  with  a  Bachelor's 
in  Nursing  by  1990. 


3.  Occupational  Therapist:    A  graduate  of  a  curriculum  in 
occupational  therapy  approved  by  the  American  Occupational 
Therapy  Association  and  licensed  by  the  Massachusetts  Board  of 
Allied  Health  Professions. 

4.  Physical  Therapist:    A  graduate  of  a  curriculum  in  physical 
therapy  approved  by  the  American  Physical  Therapy  Association, 
and  licensed  by  the  Board  of  Allied  Health  Professions. 

5.  Social  Worker/Psychologist: 

Social  Worker:    A  bachelor's  degree  and  at  least  an  LCSW 
(a  licensed  clinical  social  worker),  licensed  by  the  Board 
of  Registry  for  Social  Work  of  the  Commonwealth  of 
Massachusetts . 

Psychologist:  A  graduate  of  an  accredited  master's  degree 
program  in  psychology,  educational  psychology,  counselling 
psychology,  or  developmental  psychology. 

6.  Speech  and  Language  Pathologist:    Holds  a  Certificate  of 
-Clinical  Competence  (CCC)  granted  by  the  American  Speech, 
Language,  and  Hearing  Association  or  is  in  his/her  clinical 
fellowship  year  prior  to  being  granted  a  CCC. 

7.  Staff  incumbent  in  one  of  these  positions  on  July  1,  1984  in  a 
OPH  certified  early  intervention  program  whose  credentials  vary 
from  these  requirements  are  grandfathered  into  the  position 
occupied  on  this  date. 

Additional  disciplines  which  may  be  represented  are: 

1.  Occupational  Therapy  Assistant:     Licensed  by  the  Commonwealth 
of  Massachusetts  as  an  Occupational  Therapy  Assistant  and  a 
graduate  of  an  accredited  educational  program  approved  by  the 
Board  of  Allied  Health  Professions. 

2.  Physical  Therapist  Assistant:    Licensed  by  the  Commonwealth  of 
Massachusetts  as  a  physical  therapy  assistant  and  a  graduate  of 
an  accredited  educational  program  approved  by  the  Board  of 
Allied  Health  Professions. 

3.  Teacher  Assistant:    Associate  degree  in  early  childhood, 
special  education,  or  related  field,  or  high  school  equivilancy 
with  a  minimum  of  3  years  experience  in  Early  Interventi on  or 
similar  program  combined  with  30  hours  of  documented  in-service 
training  and/or  workshops  and/or  college  courses  in  a  related 
field. 

4.  Teacher  Aide:    Minimum  of  a  high  school  diploma  or  equivilancy 
plus  documented  experience  working  with  preschool  children  with 
special  needs. 


Consultants 


In  addition  to  representation  on  the  core  team,  any  of  the  above 
disciplines  may  be  contracted  on  a  part-time  basis,  or  may  serve  on 
a  consultant  basis.    Programs  are  encouraged  to  secure  consultation 
from  professionals  including  but  not  restricted  to  those  in  the 
following  areas: 

1 .  medical 

2.  nutritional 

3.  adaptive  equipment 

4.  expressive  therapy 

5.  behavior  management 
Supervi  sion 

Supervision  received  by  each  staff  member  must  be  appropriate  to 
the  staff  member's  skills  and  level  of  professional  development. 
Supervision  must  occur  within  the  context  of  a  formalized 
relationship  that  provides  frequent  and  regularly  scheduled 
individual  or  group  personal  contact  with  the  supervisor. 

Professional  Staff  Roles 

1.    All  early  intervention  programs  must  have  the  resources  to 
provide  the  following  services  to  children  and  families: 

a)  assessment  of  service  needs  and  provision  of  appropriate 
direct  services 

b)  parent  and  family  counselling/support 

c)  liaison  with  agencies  providing  or  having  the  potential  to 
provide  other  family  support  services 

d)  counselling  on  well  baby  care,  nutrition,  and  home 
management  of  specific  health  problems 

e)  education  and  guidance  to  families  regarding  individual 
children's  growth  in  gross  motor,  fine  motor,  cognitive, 
language,  and  social  development 

f)  information  exchange  with  the  medical  community  regarding 
particular  children  and  early  intervention  services  in 
general 


2.  Staff  are  to  provide  initial  and  periodic  client  and  family 
assessment  and  on-going  service  in  accordance  with  the  child's 
Individual  Intervention  Plan,  either  directly  or  on  a 
consultant  basis. 

3.  Staff  are  to  provide  a  liaison  between  the  family,  the  program, 
and  other  community  services  (i.e.  case-management). 

4.  Staff  are  to  document  their  interaction  with  children  and/or 
families,  including  date,  duration  and  content  of  contact. 

IV.      Entry  Into  Program 

A.       Intake  Process: 

1 .  Referral 

Referrals  to  EI  programs  are  made  on  an  open  basis,  and  should  be 
made  directly  to  the  individual  program  to  insure  immediate  and 
direct  service. 

2 .  Referral  Follow  up 

A  response  from  the  EI  program  must  be  made  within  10  working 
days  following  the  initial  referral.    This  response  includes 
documented  contact  or  attempt  to  contact  the  family,  and 
confirmation  of  this  contact  with  the  referral  source. 

3.  Intake  Visit/Screening 

The  specific  EI  team  structure  wi 1 1  determine  the  procedure  for 
the  initial  visit  and  those  team  members  who  will  participate 
in  the  home  or  center.    The  initial  visit  should  include: 

a.  informing  the  family  of  the  available  EI  services; 

b.  gathering  initial  information  regarding  the  needs  and 
concerns  of  the  child/family  to  assist  in  determining 
eligibility  for  service  and  ascertaining  program  capability 
to  meet  these  needs; 

c.  obtaining  permission  from  the  guardian  to  secure  medical 
records,  including  prenatal  and  birth  history,  neonatal 
course,  general  pediatric  history,  and  current  health 
status,  if  the  child  is  being  considered  for  program 
acceptance . 

Both  the  process  and  the  information  elicited  during  this  process 
must  be  documented. 


C .        Enrol lment 


Enrollment  may  occur  prior  to  the  formal  evaluation  process,  if  the 
decision  is  made  that  the  child  and  family's  needs  warrant  EI 
services.     If  further  information  is  needed,  the  decision  may  await 
evaluation  results. 

Once  determination  of  acceptance  has  been  made,  the  family  is  to  be 
notified  of  the  program's  plan  to  provide  service.     If  the  program 
does  not  presently  have  the  capability  to  provide  services  the 
family  must  be  notified  and  made  aware  of  other  services  which  may 
meet  their  needs.    The  primary  referral  source,  with  family 
consent,  should  be  notified  of  the  case  disposition. 

0 .       Waiting  List 

Upon  receiving  a  new  referral  when  the  program  is  at  its  enrollment 
capacity,  the  referral  source  should  be  told  that  the  program 
currently  has  a  waiting  list.    The  program  must  develop  a  list  of 
resources  which  may  address  the  family's  immediate  needs  that 
should  be  given  to  the  family  and  the  referring  individual  at  this 
time. 

V.       Evaluation  and  Assessment 

A.       A  comprehensive  evaluation  is  to  be  made  of  the  functioning  of  each 
child  and  family.    As  a  part  of  this  evaluation,  an  assessment  of 
the  child's  development  is  to  be  made  which  includes  the  use  of  a 
normed  developmental  assessment  tool.    Functioning  in  each  of  the 
following  areas  should  be  evaluated: 

1.  Fine  and  gross  motor  skills 

2.  Cognitive  ability 

3.  Communication 

4.  Affect  and  temperament 

5.  Self  care  and  feeding 

6.  Socialization  skills,  including  family  interactions 

7.  Social  and  economic  support  systems  available  to  the  family. 


Programs  must  document  attempts  to  involve  actively  the  child's 
primary  care-taker  and  any  other  individuals  who  may  be  considered 
appropriate.    The  evaluation  may  include  further  assessment  by  a 
variety  of  professionals  using  the  discrete  skills  of  their 
disciplines.     Primary  medical  providers  should  be  encouraged  to 
participate  in  this  evaluation. 

The  adequacy  of  medical  and  social  information  received  during  the 
intake  process  should  be  determined.    Additional  information  should 
be  obtained  if  indicated. 

The  program  should  be  able  to  identify  and  avail  themselves  of  the 
following  assessment,  program  planning,  and/or  direct  services, 
when  necessary. 

1 .  Medical  services 

2.  Physical  therapy 

3.  Occupational  therapy 

4.  Hearing  and  vision  therapy 

5.  Speech  and  language  therapy 

6.  Social  services 

7.  Psychological  services 

8.  Educational  services 

9.  Nutritional  services 

10.  Nursing  services 

Children  who  are  being  monitored  once  a  month  or  less  frequently 
may  have  a  service  plan  developed  on  the  basis  of  a  screening, 
rather  than  the  comprehensive  assessment  described  above. 

Intervention  Plan  Development 

As  a  result  of  these  assessments,  an  individualized  intervention 
plan  must  be  established  within  2  months  of  intake  and  shared  with 
the  family.    Documentation  of  parental  participation  is  to  be  made. 

The  plan  should  include: 

1.  A  description  of  the  evaluation  process,  including  the 
assessment  tool(s)  employed. 

2.  A  description  of  the  family  and  child's  service  needs. 

3.  A  description  of  the  family  and  child's  strengths. 

4.  The  program's  goals  and  objectives  for  the  child  and  family. 

5.  The  methods  to  achieve  the  goals  and  objectives. 

6.  The  assignment  of  staff  responsibilities  for  implementation. 

7.  The  methods  which  will  be  used  to  assess  accomplishment  of  the 
objectives . 

8.  Other  resources  in  the  community  which  are  or  will  be  involved 
with  the  child  and  family. 


B.       On-going  assessment  shall  include  at  a  minimum  a  documented  update 
of  the  intervention  plan  at  6-month  intervals  based  on  a  review  of 
child  and  family  progress.    Records  of  treatment  activities  and  of 
the  effectiveness  of  particular  intervention  strategies  should  be 
maintained . 

Formal  re-evaluation  and  re-writing  of  intervention  plans  shall 
occur  annually.    Results  of  this  evaluation  should  be  shared  with 
other  service  providers  with  parental  consent. 

VII.    Service  Modes 

Children  and  families  may  receive  individual  services,  group 
services,  or  a  combination  thereof  in  accordance  with  the  goals  set 

out  in  the  Individual  Intervention  Plan.    Programs  are  to  provide 

services  for  at  least  eleven  months  annually.    Programs  should 

strive  to  be  flexible  in  their  provision  of  services  to  accomodate 

varying  family  needs,  cultural  differences,  and  family  work 
schedules . 

A.       Developmental  Intervention 

Services  designed  to  meet  the  goals  set  forth  in  the  intervention 
plan  provided  to  an  enrolled  child  and  family  by  designated  staff 
member( s) . 

* 

1.    Individual  Developmental  Intervention 

Services  which  are  offered  to  an  individual  child  and/or  family 
in  the  family's  home,  at  a  center-based  site,  another  community 
site,  or  which  use  a  combination  of  these  locations  to  provide 
service . 

a.  Home  Visit  Only  -  An  on-going  home  based  service  which  is 
provided  at  least  twice  a  month  for  a  specific  period  of 
time  not  to  exceed  two  hours. 

b.  Center  Visit  Only  -  An  on  -going  center  based  individual 
service  which  is  provided  at  least  twice  a  month  for  a 
specified  period  of  time  ranging  from  one  to  two  hours.  If 
individual  services  are  provided  in  conjunction  with  a 
child's  attendance  at  a  group,  the  period  of  time  may  be 
less  than  one  hour.    Primary  care -takers  are  expected  to 
participate  in  this  service. 

Planned  individual  parent  focused  services  may  take  place 
for  a  minimum  of  one  half  hour  not  more  than  once  weekly  to 
address  identified  needs. 


2.    Group  Developmental  Intervention 

Services  which  are  offered  in  a  group  setting  to  enrolled 
children  and/or  families. 

a.  Parent/Child  Group 

A  group  comprised  of  caregivers,  children,  and  at  least  one 
professional  staff  person  that  meets  not  less  than  monthly,  for 
a  period  of  one  to  two  and  a  half  hours.    When  parents  are  not 
receiving  home  visits  at  least  twice  a  month,  caregivers  must 
participate  in  the  activities  of  the  group  for  at  least  half 
the  time  scheduled.    In  the  absence    of  the  child's  caregiver, 
the  child  to  staff  ratio  may  not  exceed  two  to  one,  for 
children  under  eighteen  months  of  age,  or  three  to  one,  for 
those  over  eighteen  months  of  age. 

b.  Developmental  Toddler  Group 

Groups  of  children  with  a  chronological  age  of  eighteen  months 
or  more.    The  child  to  staff  ratio  may  not  exceed  three  to  one, 
and  more  staff  may  be  indicated  by  the  needs  of  the  group.  At 
least  one  professional  staff  member  must  be  present  at  all 
times.    The  program  must  develop  a  formal  plan  to  insure 
coordination  of  home  and  center  based  activities  through 
participation  of  parents  in  groups  regularly  and  for  specific 
blocks  of  time. 

B.  Developmental  Monitoring 

Services  which  are  provided  to  a  child/family  for  the  purpose  of 
monitoring  the  child's  developmental  progress  and  supporting  the 
caregivers  in  managing  their  "at  risk"  child.    Services  may  be  home 
or  center  based  for  a  period  not  to  exceed  two  hours  monthly,  and 
are  based  on  those  areas  of  concern  identified  in  the  family's 
written  service  plan. 

C.  Family  Support  Services 

On-going  service  designed  to  support  family  members  in  dealing  with 
the  practical  and  emotional  issues  of  rearing  their  child. 

1.    Individual/Family  Services  -  Counselling  services  which  are 
offered  to  individual  primary  care-givers/families  by 
appropriately  trained  and  supervised  staff  members,  as  a  part 
of  the  Individual  Intervention  Plan  for  the  child  and  family. 


2.    Group  Services 

a.  Support  Group  -  Services  offered  by  an  appropriately 
trained  and  supervised  staff  member  to  a  group  of  parents 
for  the  purpose  of  providing  support  and  guidance.  These 
groups  may  take  place  up  to  once  a  week  and  must  occur  at 
least  once  monthly,  for  a  scheduled  period  of  time  which  is 
mutually  agreeable. 

b.  Sibling/Other  Family  Member  Groups  -  Time-limited  support 
and/or  activity  groups  for  siblings,  grandparents  or  other 
significant  family  members  of  disabled  children,  for  the 
purpose  of  facilitating  their  adaptation  to  the  impact  of 
the  child's  disability  on  the  family  unit. 

0.       Education  and  Consultation 

1.  Parent  Education      Groups  run  for  family  members  which  are 
designed  to  impart  information  of  a  general  nature  concerning 
child  growth  and  development,  or  information  regarding  other 
services  which  may  assist  families. 

2.  Community  Education  -  educational  groups  for  professionals  or 
the  wider  community  for  the  purpose  of  increasing  awareness 
about  early  childhood  development,  early  intervention  services, 
or  particular  aspects  of  developmental  delay  or  disability. 

3.  Community  Consultation 

a.  Consultation  to  other  programs/agencies  which  are  providing 
services  to  a  child  enrolled  in  the  EI  program  (e.g.  family 
day  care;  respite  etc.). 

b.  Consultation  to  community  professionals  who  serve  children 
birth  to  three  years  of  age  who  are  not  currently  enrolled 
in  the  EI  Program. 

c.  Consultation  to  settings  in  which  EI  "graduates"  are 
enrolled  concerning  an  individual  child's  needs. 

VIII.  Transition  Termination 

A.    The  program  will  terminate  services  to  a  child  and  family  when: 

1.    It  is  documented  that  the  child's  overall  development  is  within 
an  acceptable  range  for  children  of  his/her  age  and/or 
environmental  risks  have  been  reduced  to  a  manageable  level. 


2.  The  child  is  three  years  old  and  involved  in  transition  to 
another  program,    for  children  turning  three  before  April  1, 
services  may  be  maintained  for  three  months  past  their  third 
birthday  to  allow  for  the  transition  to  be  completed.  Those 
children  turning  three  after  April  1,  may  be  retained  until 
September  1,  if  no  summer  services  are  provided  by  the 
receiving  program.    Families  may  receive  monitoring  services 
until  the  transition  is  completed. 

3.  The  child/family  moves  from  the  service  area. 

4.  The  child/family  is  participating  in  a  program/service  more 
appropriate  to  the  family's  needs. 

5.  The  family  consistently  misses  appointments,  without  prior 
notification,  or  indicates  in  other  ways  that  they  are 
unwilling  to  accept  the  services  of  the  program.    A  written 
policy  on  this  type  of  termination  should  be  developed,  and 
should  be  explained  to  all  families  upon  program  entry.  The 
policy  should  specify  the  number  of  missed  visits  prior  to 
termination.    The  family  is  to  be  advised  that  they  may 
recontact  the  program  should  they  decide  at  a  future  date  to 
avail  themselves  of  the  program's  services.    The  program  must 
keep  a  record  of  all  attempts  to  contact  a  family  prior  to  such 
termination,  and  should  notify  the  referral  source  of  the 
reasons  for  termination. 

6.  The  program  and  family  concur  that  services  are  no  longer 
necessary. 

7.  The  family  terminates  but  the  program  does  not  concur. 

8.  When  the  child  dies.    The  program  may  provide  support  to  the 
family  during  the  grieving  process. 

Program  Administration 

A.  A  full  time  program  director/team  coordinator  is  to  be  employed 
by  programs  with  a  caseload  of  thirty  or  more  families  (in 
addition  to  the  core  team  members).    The  team  coordinator  may 
carry  a  minimal  caseload.    Smaller  programs  must  designate  one 
core  team  member  as  coordinator. 

Program  directors/team  coordinators  must  meet  the 
credential! ing  requirements  for  one  of  the  disciplines  listed 
in  Section  III  above. 

B.  Policy  Manual  -  written  policies  are  to  be  developed  which 
address : 


1.    Staff  Rights  and  Responsibilities 


a. 

Salary 

b. 

Basis  for  evaluating  performance 

c . 

Benefits 

d. 

Scheduled  holidays/vacations 

e. 

Conditions  for  immediate  discharge 

f . 

Grievance  Procedure 

g. 

Resignation  Procedure 

h. 

Job  responsibilities  as  per  individual  program  job 

description  or  contractual  arrangements 

i . 

Professional  development 

2.    Health/Safety/Emergency  Procedures 


a.      Each  program  shall  develop  for  each  center-based 

facility  a  plan  for  evacuation  of  the  premises  in  the 
event  of  fire  or  other  endangering  conditions, 
facilities  used  shall  meet  federal,  state  and  local 
building  and  fire  codes  and  shall  be  handicapped 
accessible. 


b.      Each  program  shall  employ  a  policy  for  addressing 

health,  safety,  and  sanitation  issues  which  is  either 
developed  or  approved  the  the  Division  of  Family 
Health  Services,  Mass.  Department  of  Public  Health. 

3.    Program  Entry  Procedures: 


a.  Referral 

b.  Intake 

c.  Waiting  Lists 

d.  Determination  of  Eligibility/Acceptance 

e.  Assessment/Evaluation 

1)  participation 

2)  process 

3)  frequency 

f.  Components  of  service  delivery 

g.  Termination/Transition 

These  above  written  procedures  shall  be  available  to  all  interested 
parties  upon  request. 


4.    Client  Record  System 


a.  Maintenance,  management  and  preservation  of  records. 

b.  Information -sharing  with  other  providers  (with  written 
parental  consent). 


c.      Contents  of  records. 

1.  documentation  of  referral 

2.  intake  and  background  information 

3.  medical  information 

4.  reports  from  other  agencies  and  professionals 

5.  results  of  formal  evaluations 

6.  individual  intervention  plans  and  their  updates 

7.  documentation  of  all  contacts  with  child,  family 
and  collateral  agencies  during  the  child's  period 
of  enrollment 

8.  records  of  discharge  planning 

9.  access  sheet  for  recording  those  authorized 
persons  who  have  reviewed  a  record 

Parents  and  legal  guardians  shall  have  access  to  their  child's 
record . 

C.    Each  program  shall  develop  a  statement  to  ensure  the  rights  of 
parents/caregi vers  and  those  of  the  children  for  whom  they  are 
responsible  as  it  pertains  to  the  EI  program.    The  policies 
must  include  at  a  minimum: 

1.  A  policy  for  the  expression  of  grievances.    Grievances  may 
include,  but  not  be  limited  to,  disagreements  regarding 
intake,  termination,  transportation,  and  the  development, 
content  and  implementation  of  individual  intervention  plans. 

2.  Procedures  for  informing  caregivers  of: 

a.  the  opportunities  to  participate  in  decisions  about 
services  for  their  children; 

b.  the  right  to  education  and  information  regarding  the 
most  appropriate  techniques  and  programs  for 
facilitating  their  children's  development; 

c.  the  steps  which  will  be  taken  to  provide  the  caregiver 
with  assistance  in  finding  needed  support  services  in 
the  community; 

d.  the  right  to  know  the  measures  taken  to  ensure 
confidentiality  of  client  information; 

e.  the  right  to  know  the  financial  arrangements 
pertaining  to  the  participation  of  the  child/family  in 
the  Early  Intervention  program. 

f.  the  right  to  organize  a  parent  advisory  committee  to 
the  program  with  the  support,  guidance,  and 
participation  of  members  of  program  staff. 
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MEMORANDUM 


To:    EI  Needs  Assessment  Committee 

From:    Faye  Evans,  Director 

Statistics  and  Evaluation  Unit 

Date:    December  3,  1984    (Revised  from  11/02/84) 

RE:    Early  Intervention  Needs  Assessment  Methodology 


The  following  1s  the  methodology  we  have  utilized  to  date  1n 
developing  an  assessment  of  the  need  for  Early  Intervention  services  for 
1986. 

I.     DETERMINATION  OF    THE   NUMBER   OF   CHILDREN    IN   NEED  OF   EI   SERVICES  BY 
ELIGIBILITY  CATEGORY  AND  SERVICE  AREA 

A.      Eligibility  Category  =  Biological  Risk 

The  Needs  Assessment  Committee  determined  that  the  best  estimate 
of  children  at  biological  risk  of  developmental  delay  are  those 
born  under  1501  grams  (I.e.  very  low  birthweight  babies). 

Because  Very  Low  Birthweight  (YLBW)  babies  have  a  very  high 
neonatal  mortality  rate,  I.e.,  451/TOOO  live  births  <1501  grams, 
we  would  only  be  Interested  1n  those  surviving  at  least  through 
the  neonatal  period  (I.e.  28  days). 

The  number  of  biologically  at  risk  children  in  1986  was 
determined  by: 

/  VLB*  babies  bom  between     Survival  rate  of 
1979  and  1981  1n  each  EI        x     549/1000  births 
service  area 

-  2187  x  .549 


•  1201  children  Statewide 


B.      Eligibility  Category  =  Established  Problem 


After  a  literature/data  review  by  Or.  Fran  Jacobs,  the  EI  Needs 
Assessment  Committee  determined  that  the  best  (albeit 
conservative)  rate  for  established  problems  is  6.5X  of  the  young 
child  population.  The  number  of  children  less  than  age  3  in 
1986  with  an  established  problem  was  determined  by: 

Population  under  age  3 
.065    x    in  1986  for  each  EI        -    Biological  Risk 
Service  area 


.065    x    227,247  -  1201  =  13570 


Where  the  Population  under  age  3  1n  1986  was  estimated  as 
three  times  the  number  of  births  1n  1982  or: 


3    x    75749    »  227,247 


C.     Eligibility  Category  ■  Environmental  Risk 


A  literature  review  conducted  by  Or.  Fran  Jacobs  provided  a  11st 
of  child  and  family  psychosocial  factors  that  relate  to 
Increased  risk  of  developmental  delay  among  young  children. 
Many  of  the  factors  on  the  11st  were  not  uniformly  available  for 
each  EI  area.  The  factors  for  which  Information  was  available 
for  each  area  are: 


Source:    1980  census  •    children  living  1n  poverty 

Source:    Birth  certificate    •    children    born    to   young  teenage 

mothers  (<18) 

•  children  born  to  an  older  teenage 
mother  (18-19)  with  a  previous 
live  birth 

•  children  born  to  mothers  with 
less  than  a  high-school  education 

•  children  with  birthweights 
between  1501  and  2500  grams 


These  birth  certificate  factors  were  examined  so  as  to  obtain  an 
undupllcated  count  of  high  risk  births  (see  Table  1).  In  1982, 
15186  births  (20%)  were  determined  to  have  at  least  one  of  the 
factors  and  3533  births  (4.7%)  had  at  least  two  factors  after 
excluding  births  under  1501  grams  because  they  are  at  biological 
risk  and  half  die  within  28  days. 

The  births  with  at  least  2  risk  factors  were  felt  to  be  at 
greatest  need  for  EI  services  and  were  used  in  the  development 
of  the  number  of  children  at  environmental  risk  and  1n  need  of 
EI  services,  even  though  births  with  Just  one  factor  could 
potentially  benefit  from  such  services.  The  number  of  children 
at  environmental  risk  of  developmental  delay  1n  1986  was 
determined  by: 

%  of  children  that  Population  under  age  3  in  1986 

are  h1-r1sk  births  x  for  each  EI  service  area 


in  each  EI  service  area 


=  4  of  births  1n  1982       4  of  births  above  Population  under  VIBW 

with  at  least  2  1500  grams  1n  1982        age  3  1n  1986  for  births 

factors  from  the       /    for  each  EI  service  x    each  FI  service      -  over  3  yr 
birth  certificate         area  area 
for  each  EI 
service  area 

=3544  /    74,918  x    227,247  -  2187 

=10646 

Where  the  Population  under  age  3  1n  1986  was  estimated  as  three 
times  the  number  of  births  1n  1982  or  3  x  75,749  =  227,247 

In  order  to  allocate  funds  for  special  programs  aimed  at 
reaching  environmentally  at  risk  children,  a  measure  was  needed 
to  rank  EI  service  areas  by  their  relative  need  for  such  funds. 
Principal  component  analysis  was  applied  to  two  Indicators  to 
obtain  an:    ENVIRONMENTAL  NEEDS  ASSESSMENT  SCORE 

The  two  components  are: 

(1)  percent  of  the  child  population  below  100%  poverty. 

(2)  percent  of  births  that  have  at  least  2  of  the  birth 
certificate  factors. 

Positive  scores  reflect  greater  need  than  negative  scores  (see  Table 

2) 

II.  DETERMINATION  OF  THE  NUMBER  OF  CHILDREN  IN  EACH  SERVICE  AREA  THAT  CAN 
BE  SERVE0  PROPORTIONATE  TO  TOTAL  NEED  ANO  GIVEN  AVAILABLE  STATE 
RESOURCES 

1.  The  number  of  children  determined  to  be  1n  need  and  eligible  for 
Early  Intervention  service  was  determined  by  adding  the  counts 
1n  each  of  the  eligibility  categories  (see  Table  3): 

Total 

ellglbles      #  of  children  #  of  children         #  of  children 

for  EI      -   with  established    +  with  a  Blologi-  +   with  an  Envi- 
Service         problem  cal  Risk  ronmental  Risk 

Area 

Statewide:     25.417    -    13.570    ♦    1.201    ♦   10.646    or  11. 2%  of 

the  total 
population 
under  age  3 

2.  Each    EI    service    area's    proportion    of    the    state    need  was 
determined  by: 


Proportion  of  -  Total  E11o1b1es  for  EI  Service  Area 
State  Need  Total  Ellglbles  for  State 


3.     The  number  of  children  that  could  be  served  1n  each  EI  service 
area  given  available  state  funds  1s: 


III  DETERMINATION  OF  THE  AMOUNT  OF  FUNOS  THAT  SHOULD  BE  DISTRIBUTED  TO 
EACH  SERVICE  AREA  PROPORTIONATE  TO  TOTAL  NEED  ANO  GIVEN  AVAILABLE 
RESOURCES  (Table  4) 

The  amount  of  funds  (I)  available  to  each  EI  service  area  based 
„  on  the  1986  Needs  Assessment  1s  determined  by: 


State:  $8.28  million  are  available  1n  direct  funds  and  state  employees. 


Proportion  of  State  x 
Need 


i  of  Children  that  can 
be  served  1n  the  pro- 
gram statewide 


*  Statewide:    2760  children  can  be  served 


#  of  Children  that 
can  be  served  1n  each 
area 


x  13000/chlld 
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Educational  Evaluation  and  Poncv  Analysis 
Summer.  Vol.  7.  No.  2.  pp.  115-126 


A  Functional  Analysis  of  the  Evolution  of  Public 
Policy  for  Handicapped  Young  Children 

Samuel  J.  Meisels 
The  University  of  Michigan 

Public  policy  governing  early  intervention  programs  for  very  young 
handicapped  and  at-risk  children  in  Massachusetts  underwent  ma/or 
changes  between  J980  and  1984.  Using  a  case  study  format  this 
paper  notes  the  statewide  constraints  on  policy,  administration,  and 
finances  that  impaired  earJy  intervention  service  delivery  prior  to 
1984.  The  process  of  policy  change  and  formation  is  anaiyzed  by 
focusing  on  the  principal  catalysts  for  change:  key  individuals  and 
constituency  groups,  critical  documents  and  research  studies,  and 
important  political  and  economic  events.  These  factors  and  others 
that  were  critical  to  the  transformation  of  early  intervention  policy 
are  viewed  in  terms  of  four  functional  stages:  issue  definition,  pro- 
posal formulation,  support  mobilization,  and  decision  enactment. 
The  potential  effects  of  the  policy  changes  are  addressed,  and  the 
generalizabie  features  of  the  analytic  framework  are  discussed. 


Public  policy  for  very  young  handi- 
capped and  at-risk  children  in  Massachu- 
setts underwent  a  major  transformation 
between  1980  and  1984.  Changes  in  the 
governance  and  funding  of  early  interven- 
tion programs  altered  a  situation  marked 
by  inefficient  and  inequitable  state-level 
program  management  and  resulted  in 
these  programs  receiving  a  mandate,  uew 


1  am  indebted  to  Terry  Berkeley,  my  cxllaborator 
dunng  the  first  phase  of  this  protect,  for  his  many 
contributions  to  this  study.  I  would  also  like  to 
acknowledge  the  invaluable  assistance  of  Morag 
Godfredsen.  and  to  t«*.r.k  tin  :;si...  .-..";-»  who 
served  as  expert  informants  rlurino  ,u  s  research, 
and  those  who  critically  reviewed  sa...jr  drafts  of 
this  paper.  The  studies  reported  herein  were  funded 
in  part  by  the  Massachusetts  Developmental  Disa- 
bilities Council,  the  F  V.  V  •  ■  3-^ 
Educational  Protects,  lnc  In  particular.  I  want  to 
thank  Richard  Rowe  and  Alen  ?,:i?'\'~-.r\  Tor  their 
timely  and  generous  support  of  this  work.  1  he  opin- 
ions expressed  are  solely  those  of  the  author,  and  do 
not  necessarily  represent  the  opinions  of  the  afore- 
mentioned organizations  ?i  ir.di  i  "'rials. 


funding,  and  assignment  to  a  single  s 
agency.  This  paper  documents  and  ana- 
lyzes the  process  of  policy  change,  the 
political  and  economic  climate  in  which 
it  occurred,  and  the  likely  future  effects 
of  these  changes  on  very  young  disabled 
children. 

Early  intervention  programs  for  very 
young  handicapped  and  at-risk  children 
are  intended  to  enhance  development, 
minimize  potential  developmental  de- 
lays, remediate  existing  problems,  and 
prevent  institutionalization  by  providing 
dsvelopmen-  !  and  therapeutic  services 
to  children  and  support  and  instruction 
to  families.  Ideally,  the  policies  and  pro- 
cedures that  govern  these  intervention 
programs  should  enable  service  providers 
to  help  children  better  achieve  their  de- 
velopmental potential  and  avoid  the  risk 
of  more  substantial  disabilities.  But  a  1980 
study,  known  as  the  Massachusetts  Early 
Intervention  Study,  found  that  early  in- 
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tervention  service  providers  and  state 
agency  personnel  responsible  for  these 
programs  were  functioning  in  a  political 
and  regulatory  atmosphere  beset  by  prob- 
lems that  impaired  service  delivery:  frag- 
mented policy,  no  overall  leadership,  and 
lack  of  awareness  by  legislators  and  high 
level  officials  of  the  importance  of  the  first 
3  years  of  life.  The  responsibility  for  early 
intervention  was  distributed  among  too 
many  agencies  in  too  many  different  ways 
with  too  little  administrative,  policy,  and 
fiscal  direction  (Meisels.  Berkeley,  &  God- 
fredsen.  1980). 

The  public  policy  context  in  which 
Massachusetts  early  intervention  pro- 
grams operated  prior  to  1984  mirrored  the 
nationwide  problems  experienced  by 
many  other  programs  for  poor,  high  risk, 
or  handicapped  children.  For  example, 
Steiner  (1976).  in  his  analysis  of  national 
health  programs  for  poor  children,  speaks 
of  programs  without  policy.  Foltz's  (1982) 
study  of  Medicaid  programs  for  children 
at  risk  describes  social  change  without 
planning.  Knitzer  (1982)  suggests  that 
most  mental  health  services  for  children 
are  controlled  by  bureaucracies  that  lack 
either  principled  or  pragmatic  commit- 
ment to  children.  And.  after  analyzing  the 
states'  role  in  formulating  educational 
policy.  McDonnell  and  McLaughlin  (1982) 
conclude  that  the  future  of  planned  gov- 
ernmental intervention  for  children  in 
need  is.  at  best,  uncertain.  Because  of  the 
pervasiveness  of  such  problems,  and  the 
virtual  absence  of  explicit  and  intentional 
public  policymaking  on  behalf  of  young 
handicapped  children  elsewhere  in  the 
United  States,  the  changes  enacted  in 
Massachusetts  between  1980  and  1984  are 
all  the  more  exceptional. 

Theoretical  Framework  and 
Methodology 

Many  factors  influence  policy  decisions 
at  the  state  level:  the  logic  of  the  problem 
or  issue:  the  readiness  tjf  k.y  actors  t'j 
advocate  for  a  particular  position:  the 
strength  and  organization  of  constituency 
groups:  the  vision  and  value  system  of 
influential  policymakers:  a:  1  the  idio- 
syncracies  of  specific  political  situations. 
In  this  study  public  polici3s  iia  assumai 
to  result  from  interactions  among  these 
factors — interactions  that  are  part  of  an 


influence  process  in  which  participants 
seek  to  obtain  benefits  of  decisions.  The 
theoretical  framework  on  which  this 
study  is  based  is  adapted  from  an  analysis 
of  state  educational  policymaking  by 
Campbell  and  Mazzoni  (1976).  They  de- 
scribe four  functional  stages  in  the  state 
policymaking  process: 

•  Issue  definition — the  process  by 
which  the  preferences  of  individuals 
and  groups  become  translated  into 
political  issues. 

•  Proposal  formulation — the  process  by 
which  issues  are  developed  as  spe- 
cific recommendations  for  policy 
change  or  for  maintaining  the  status 
quo. 

•  Support  mobilization — the  process 
by  which  individuals  and  groups  are 
mobilized  to  support  or  oppose  alter- 
native policy  proposals. 

•  Decision  enactment — the  process  by 
which  a  governmental  policy  choice 
is  made  among  alternative  proposals. 

These  four  stages  clarify  the  relation- 
ship of  the  events  and  actors  in  the  early 
intervention  policy  process.  A  case  study 
approach,  based  on  multiple  sources  of 
quantitative  and  qualitative  data,  will  be 
used  to  identify  the  individuals,  docu- 
ments, and  events  that  were  responsible 
for  denning  the  issues  at  stake:  the  activ- 
ities that  transformed  these  issues  into 
actual  proposals:  the  variety  of  resources 
that  were  mobilized  to  support  the  public 
policy  rS  vqes:  and  the  specific  actions 
taken  by  key  decisionmakers  to  formalize 
and  legislatively  enact  the  intenti6ns  of 
the  policy  proposals.  Such  an  approach 
allows  policy  change  to  be  viewed  func- 
tionally and  adaptively  as  decisions  un- 
dertaken by  particular  individuals  to  rec- 
oncile particular  problems  within  a  par- 
ticular political  and  social  context. 

The  study  reported  in  this  paper  en- 
compasses two  phases.  The  first  phase 
(September  1979-August  1980) — the  Mas- 
sachusetts Early  Intervention  Study — 
o-  nS>  :t~-i  ,f  i  comprehensive  study  of  the 
fiscal.  aaininiiL-ative,  and  policy  con- 
straints affecting  early  intervention  ser- 
vices  in   Massachusetts.1   The  second 


1  The  findings  from  Phase  !  of  the  study  are  re- 
ported  in  two  documents  (Berkeley.  1981:  Meisels. 
c  ■-.  ;..!-•>•.  &  Godfrudsen.  1980).  Pontons  of  this  paper 
are  based  on  matenal  first  presented  in  these  two 
sources. 
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phase  was  conducted  in  1982-83.  It  relied 
on  follow-up  interviews  by  the  author 
with  critical  informants  from  the  first 
phase,  as  well  as  with  several  new  partic- 
ipants in  the  policymaking  process.2  The 
purpose  of  this  phase  of  the  study  was  to 
identify  the  factors  that  led  to  the  change 
in  early  intervention  policy. 

The  sections  of  this  paper  that  follow 
review  the  findings  from  the  two  phases 
of  the  study.  The  data  from  Phase  I  clarify 
the  need  for  policy  change,  and  the  find- 
ings from  Phase  II  describe  the  process 
that  culminated  in  the  formation  of  the 
policy  in  effect  today. 

The  Massachusetts  Early  Intervention 
Study 

Background 

State-sponsored  early  intervention  ser- 
vices in  Massachusetts  are  an  offshoot  of 
the  Clinical  Community  Nursery  Schools 
that  were  begun  by  the  Department  of 
Mental  Health  (DMH)  in  1957  to  serve 
mentally  retarded  children  between  ages 
3  and  8.  In  1977  the  educational  respon- 
sibility for  these  preschool  age  children 
was  assumed  by  the  local  public  schools, 
as  mandated  by  the  state  comprehensive 
special  education  law.  Chapter  766.  With 
the  transfer  of  responsibility  for  this  age 
group  to  the  public  schools,  DMH  shifted 
its  early  childhood  staff  to  the  care  and 
treatment  of  infants  and  toddlers — an  age 
group  not  covered  by  Chapter.  766. 

Expressions  of  dissatisfaction  with  early 
intervention  policy  were  articulated  by 
professionals  and  other  concerned  citi- 
zens nearly  from  the  moment  that  the 
programs  became  operational  in  1977. 
This  dissatisfaction  focused  on  the  ab- 
sence of  a  mandate,  the  lack  of  state-level 
coordination  among  the  human  service 
agencies,  the  instability  of  the  funding 
base,  and  other  problems  associated  with 
standards,  licensing,  and  program  man- 
agement. These  problems  constrained 


1  In  both  phases  of  the  study  informant  bias  is 
controlled  by  including  in  the  analysis  only  those 
comments  mentioned  independently  by  two  or  more 
informants,  or  comments  confirmed  independently 
by  •  second  informant.  A  guarantee  of  confidential- 
ity permitted  the  respondents  to  speak  more  openly 
than  they  might  have  under  other  circumstances: 
when  a  respondent  is  identified  by  name  or  by 
specific  position,  permission  has  been  granted. 


service  delivery,  they  were  cited  by  the 
Massachusetts  Developmental  Disabilities 
Council  (MDDC)  when,  at  the  urging  of 
its  Child  Development  Committee,  it  de- 
cided in  June  1979  to  support  a  systematic 
study  by  funding  the  Massachusetts  Early 
Intervention  Study. 

Mandate 

Although  no  formal  mandate  for  early 
intervention  existed,  from  the  outset  both 
the  Department  of  Mental  Health  (DMH) 
and  the  Department  of  Public  Health 
(DPH)  provided  funds  for  those  services. 
By  1982  there  were  50  such  programs, 
serving  approximately  2,400  children. 
Two  of  the  programs  were  funded  exclu- 
sively by  DPH.  15  were  jointly  sponsored 
by  DPH  and  DMH.  and  the  remainder 
were  funded  solely  by  DMH. 

These  services  were  delivered  within  a 
legislative  and  policy  environment  in 
which  seven  state  human  service  agen- 
cies (the  Departments  of  Mental  Health. 
Public  Health.  Education.  Welfare.  Social 
Services,  the  Office  for  Children,  and  the 
Executive  Office  of  Human  Services)  had 
some  formal  or  informal  responsibility  for 
early  intervention.  Moreover.  19  different 
federal  and  state  laws,  statutes,  or  regu- 
lations governed  the  direct  or  indirect  in- 
volvement of  these  agencies.  Neverthe- 
less, the  federal/state  programs  most 
closely  related  to  early  intervention — for 
example.  Crippled  Children's  Services. 
Supplementary  Security  Income,  Early 
and  Periodic  Screening,  Diagnosis,  and 
Treatment,  Developmental  Disabilities 
Act.  Women.  Infants,  and  Children's  Pro- 
gram— all  contained  serious  gaps  in  policy 
and  practice  when  provisions  for  the  first 
3  years  of  life  were  scrutinized. 

Even  the  principal  federal  legislation 
for  handicapped  children.  Public  Law  94- 
142.  the  Education  for  All  Handicapped 
Children  Act  of  1975.  excluded  this  age 
group.  A  recent  survey  showed  that  only 
eight  states  mandated  services  to  children 
from  birth  to  3  (O'Connell.  1983).  Four 
more  states  provide  services  only  to  lim- 
ited groups  of  young  children — for  ex- 
ample, those  who  are  deaf,  blind,  or 
severely  mentally  retarded.  In  Massachu- 
setts no  state  or  federal  mandate  specifi- 
cally required  that  birth  to  3-year-olds 
receive  early  intervention  services  until 
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early  intervention  policy  was  formally 
changed  in  1984. 

The  absence  of  a  clear  and  unambigu- 
ous mandate  to  serve  young  handicapped 
children  and  their  families,  and  the  con- 
fusion engendered  by  the  involvement  of 
administrative  agencies  and  policy  docu- 
ments not  intended  to  serve  as  means  of 
regulating  early  intervention,  gave  rise  to 
a  number  of  major  problems.  First,  there 
were  no  due  process  procedures  or  safe- 
guards to  protect  the  rights  of  children 
and  their  families  or  caregivers.  Second, 
without  a  mandate  state  human  service 
agencies  had  little  obligation  or  motiva- 
tion to  set  aside  funds  or  to  appropriate 
specific  funds  for  early  intervention  ser- 
vices. Third,  no  administering  agency  was 
charged  with  the  responsibility  to  provide 
statewide  coordination  for  early  interven- 
tion services.  Because  of  these  problems 
children  in  need  of  early  intervention  ser- 
vices were  at  great  risk  for  receiving  those 
services. 

Administration 

Other  problems  emerged  specifically 
from  the  lack  of  cooperative  planning 
among  the  state  agencies.  These  admin- 
istrative constraints  were  repeatedly  cited 
as  major  problems  by  program  directors. 
They  included  inconsistent  communica- 
tion within  and  between  state  agencies  at 
all  levels;  inconsistent  reporting  and  data 
collection  procedures:  lack  of  common 
evaluation  and  monitoring  processes  to 
determine  the  efficacy  of  both  procedures 
and  programs:  sparse  provision  of  techni- 
cal assistance  to  local  providers  of  pro- 
grams: and  confusion  regarding  overlap- 
ping responsibilities  of  DMH,  DPH,  and 
other  state  human  service  agencies. 

Most  of  these  problems  could  have  been 
eliminated  if  the  administrative  agency 
with  statutory  responsibility  to  coordinate 
human  services  in  Massachusetts — the 
Executive  Office  of  Human  Services 
(EOHS)— had  fulfilled  its  function.  How- 
ever, with  the  exception  of  infrequent  and 
inconsistent  contacts  with  a  few  individ- 
uals in  DMH  and  DPH.  the  EOHS— follow- 
ing policy  established  by  the  Governor — 
did  not  exercise  its  mandate  to  coordinate 
human  service  agencies'  efforts  in  early 
intervention. 


Fiscal  Issues 

One  of  several  areas  in  need  of  overall 
coordination  was  the  fiscal  status  of  early 
intervention.  Analysis  of  the  fiscal  situa- 
tion in  Massachusetts  demonstrates  how 
monetary  and  political  issues  are  inter- 
woven. For  example,  since  early  interven- 
tion policy  was  not  embedded  in  statutes 
or  regulations,  it  never  specifically  ap- 
peared in  the  state  budget.  Rather,  as  with 
DMH,  it  was  included  within  the  general 
Community  Services  budget  of  the  Mental 
Retardation  division.  Consequently,  the 
funding  of  early  intervention  services  was 
unstable  at  best.  Program  survival  de- 
pended on  the  distribution  of  funds  by 
state  and  local  DMH  administrators.  Often 
these  allocations  seemed  to  be  made  with- 
out regard  for  the  number  of  children  and 
families  requiring  services  or  other  needs 
assessment  data.  Frequently,  funds  ear- 
marked for  early  intervention  at  the  state 
level  were  diverted  to  other  purposes  by 
local  DMH  officials.  Because  of  insuffi- 
cient and  unreliable  state  funding,  early 
intervention  programs  were  forced  to 
weave  together  a  patchwork  of  more  than 
30  public  (federal,  state,  and  local)  and 
private  (foundation  and  insurance)  mon- 
etary sources,  each  with  different  report- 
ing and  programmatic  requirements. 

Early  intervention  program  directors 
cited  fiscal  problems  as  among  the  most 
pervasive  constraints  on  service  delivery. 
Particular  problems  included  lack  of 
funds  to  obtain  adequate  and  appropriate 
physical  space,  to  pay  a  fair  "market 
place"  wage,  and  to  support  professional 
growth  opportunities.  Other  financial  dif- 
ficulties concerned  third  party  reimburse- 
ments, delays  in  service  delivery  while 
funds  were  sought,  and  general  financial 
instability  from  year  to  year. 

Summary  and  Recommendations 

Phase  I  of  this  study  documented  the 
existence  of  several  specific  constraints 
emerging  from  the  policies,  administra- 
tion, and  financing  of  early  intervention 
services.  These  constraints  followed  from 
the  lack  of  a  comprehensive  mandate,  in- 
consistent state-level  leadership,  and  un- 
predictable management  practices  of  the 
state  legislature,  executive  branch,  and 
human  service  agencies.  In  addition,  the 
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low  priority  assigned  to  early  intervention 
services  by  the  EOHS  added  to  the  impact 
of  several  of  these  constraints. 

The  final  report  of  the  project's  first 
phase  presented  more  than  a  dozen  rec- 
ommendations specifically  designed  to  al- 
leviate these  problems.  These  recommen- 
dations were  put  forth  to  encourage  state 
policymakers  to  create  a  unified,  respon- 
sive system  of  care  for  young,  disabled 
children  and  their  families.  However, 
when  the  report  was  published  in  August 
1980,  the  gap  between  the  recommenda- 
tions and  the  existing  reality  seemed  im- 
mense. 

Policy  in  Transition 

"Within  2  years  the  situation  had  begun 
to  change  dramatically.  In  June  1982.  the 
Massachusetts  Senate  Committee  on 
Ways  and  Means — the  major  legislative 
budget-making  agency — published  the 
1983  fiscal  year  budget  in  which  it  sup- 
ported "the  expansion  and  development 
of  early  intervention  services  which  pro- 
vide a  cost-effective  approach  to  assisting 
infants  and  toddlers  with  mental  and 
physical  disabilities."  The  Committee  fur- 
ther noted  that  two  central  issues  should 
be  addressed  to  allow  for  "systematic  and 
rational  expansion  of  these  services.  First, 
a  coordinated  planning  and  policy  agency 
must  be  established.  Second,  new  sources 
of  revenue  must  be  explored"  (Common- 
wealth of  Massachusetts,  1982.  p.  18-3). 

By  August  1982  the  Commissioners  of 
the  Departments  of  Public  Health  and 
Mental  Health  issued  the  following  state- 
ment: 

The  recently  passed  state  budget  desig- 
nated the  Department  of  Public  Health 
as  lead  agency  for  early  intervention  ser- 
vices in  the  Commonwealth.  The  pur- 
pose of  this  legislative  decision  is  to  give 
a  single  agency  the  authority  to  coordi- 
nate a  more  uniform  service  delivery 
system.  Early  intervention  programs  pre- 
viously funded  by  the  Department  of 
Mental  Health  will  be  transferred  to  the 
Department  of  Public  Health  as  of  Janu- 
ary. 1983.  For  the  next  six  months  both 
departments  will  be  working  together  to 
facilitate  a  smooth  transition.  The  goal 
will  be  the  best  utilization  of  all  available 
resources  within  a  given  area  and  the 
development  of  services  designed  to  ad- 
dress unmet  needs. 


This  section  will  focus  on  how  public 
policy  was  transformed  from  disorder  and 
inefficiency  to  a  situation  with  great 
promise  of  converting  public  goods  to 
maximal  benefit.  The  chronology  of 
events  that  led  to  this  change  is  presented 
in  Table  I,  which  lists  the  critical  events 
and  the  key  actors  in  the  policy  change 
process  within  the  functional  categories 
described  earlier. 

Issue  Definition 

The  translation  of  providers'  concerns 
about  early  intervention  into  a  political 
agenda  for  policy  change  was  facilitated 
by  a  number  of  factors.  The  first  was  the 
research  study  described  earlier.  Al- 
though sections  of  the  study  were  in- 
cluded verbatim  in  the  FY  1983  budget 
section  pertaining  to  early  intervention, 
the  report's  principal  importance  lay  in 
its  availability  as  an  empirical  foundation, 
or  justification,  for  the  policy  changes  that 
took  place  in  the  next  18  months.  Its  rec- 
ommendations— and  the  report  in  which 
they  were  contained — received  wide  cir- 
culation among  early  intervention  pro- 
viders and  others  interested  in  state  hu- 
man service  coordination.  Nearly  all  state 
agency  personnel  interviewed  in  1982-83 
reported  that  they  used  the  report  as  a 
supporting  document.  One  DPH  staff 
member  called  it  "a  foundation,  a  major 
part  of  the  documentation  used  by  all 
groups.  It  had  confirmed  and  legitimized 
the  issues;  everyone  had  a  copy."  Karl 
Kastorf.  an  Associate  Planner  for  the 
MDDC  with  a  strong  interest  in  early  in- 
tervention, noted  that  the  report  provided 
an  agenda  for  action,  and  served  as  a 
catalyst  for  future  activities.  It.  or  a  study 
like  it.  was  a  necessary  but  not  sufficient 
condition  for  change. 

The  second  major  factor  in  the  process 
of  issue  definition  was  the  growing  dissat- 
isfaction and  frustration  of  early  interven- 
tion program  providers.  This  dissatisfac- 
tion'was  finally  translated  into  political 
action  by  Ellen  Berger,  director  of  an  early 
intervention  program  in  central  Massa- 
chusetts. Her  program,  sponsored  solely 
by  DPH.  frequently  encountered  prob- 
lems with  the  DMH-funded  early  inter- 
vention program  that  shared  its  geo- 
graphic boundaries.  Such  problems 
included  eligibility  for  third-party  reim- 
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TABLE  I 

Functional  Stages  m  the  Process  of  Early  intervention 

Policy  Formation 

Issue  Definition 

August 

1980 

Report  of  tne  Massachusetts  Early  Intervention  Study  released 

November 

1980 

Child  Development  Committee  of  the  Massachusetts  Developmental  Disabilities 

Council  adopts  the  recommendations  of  the  Earty  Intervention  Study  as  tneir 

agenda  tor  the  coming  year 

March 

1981 

Central  Massachusetts  early  intervention  program  director  initiates  discussions 

between  EOHS.  DMH.  and  DPH 

April 

1981 

Senator  D'Amico  speaks  at  annual  conference  of  Massachusetts  Early  intervention 

Consortium 

Proposal  Formulation 

May 

1981 

Earty  Intervention  Task  Force  convened  by  D'Amico 

August 

1981 

interagency  Working  Group  recommendations  drafted 

September 

1981 

Final  recommendations  from  Task  Force  and  Working  Groups  released 

lam  i ar\j 
January 

CAnafA  Dili  Ca  -i  tntrrvii           to  I  ^-ttciAfirra 

Support  Mocifization 

Spring 

1982 

DMH  budget  neanngs.  Ways  and  Means  Committee 

Spring 

1982 

Parents  and  providers  testify  about  Senate  Bill  641 ,  Human  Services  Committee 

Marcn 

1982 

Senator  Atkins  visits  the  Concord.  MA.  early  intervention  program 

Decision  Enactment 

June 

1982 

FY  1963  state  buoget  published 

January 

1983 

Transfer  of  all  earty  intervention  services  to  DPH 

January 

1983 

Chapter  699  introduced  to  Legislature 

June 

1983 

FY  1984  state  budget  passed 

December 

1983 

Chapter  699  signed  into  law  by  Governor  Dukakis. 

bursements  and  federal  funds,  catchment 
area  boundaries,  and  other  issues  relating 
to  duplication  of  services.  After  numerous 
unsuccessful  attempts  to  resolve  these 
problems  locally  Berger  enlisted  the  as- 
sistance of  her  state  legislators,  who  in 
turn  sought  resolution  of  her  complaint 
with  the  EOHS — the  agency  with  statu- 
tory responsibility  for  coordinating  hu- 
man service  activities  in  the  state.  Within 
a  short  time  a  local  problem  was  raised  to 
an  issue  with  statewide  political  signifi- 
cance. 

In  addition  to  being  a  program  director, 
Berger  was  President  of  the  Massachusetts 
Early  Intervention  Consortium.  Most  of 
the  state's  early  intervention  program  di- 
rectors belonged  to  the  Consortium:  it 
provided  a  vehicle  for  statewide  commu- 
nication, and  it  organized  an  annual 
spring  conference  that  was  attended  by 
nearly  all  of  the  program  directors  and 
many  program  staff.  Berger's  efforts  to 
resolve  the  DMH/DPH  territorial  prob- 
lems ultimately  transformed  the  Consor- 


tium into  an  effective  political  constitu- 
ency. But  this  transformation  could  not 
have  occurred  without  the  efforts  of  State 
Senator  Gerard  D'Amico.  D'Amico  repre- 
sents a  major  catalyst  in  the  development 
of  specific  recommendations  for  policy 
change. 

Proposal  Formulation 

D'Amico  learned  of  the  policy  problems 
in  early  intervention  from  Kastorf.  Berger. 
and  other  members  of  the  Consortium. 
Formerly  a  special  education  teacher  and 
a  professional  advocate  for  the  state's  Of- 
fice for  Children,  by  early  1982  D'Amico 
had  become  co-chairman  of  the  Senate 
Education  Committee  and  a  member  of 
the  influential  Ways  and  Means  Commit- 
tee. His  readiness  to  work  with  the  Con- 
sortium was  reinforced  by  several  local 
and  statewide  factors.  The  only  state-sup- 
ported medical  school  in  Massachusetts 
had  recently  been  built  in  D'Amico's 
home  district,  and  an  early  intervention 
program  was  associated  with  its  Child  De- 
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velopment  Service.  The  codirector  of  the 
Service  provided  consultation  to  D'A- 
mico's  Education  committee  and  helped 
D'Amico  become  aware  of  the  value  of 
early  intervention. 

From  D'Amico's  perspective  early  in- 
tervention was  a  "winner."  It  touched 
many  segments  of  the  state,  cutting  across 
racial,  ethnic,  and  economic  boundaries, 
thus  circumventing  many  of  the  special 
interest  pitfalls  of  other  social  and  edu- 
cational issues.  Moreover.  D'Amico  saw  it 
as  potentially  cost-beneficial,  particularly 
because  of  the  state's  extensive  commit- 
ment to  disabled  children  from  3  to  21.  In 
his  view,  with  such  an  issue  the  legisla- 
ture could  make  both  economic  sense  and 
"human  service  sense." 

However,  as  a  politician  D'Amico  knew 
the  importance  of  an  organized  constitu- 
ency. In  the  spring  of  1981.  after  becoming 
more  familiar  with  the  goals  of  the  Con- 
sortium, he  prepared  a  set  of  objectives 
for  the  organization  that  was  identical  to 
the  recommendations  of  the  Massachu- 
setts Early  Intervention  Study. 

To  implement  this  agenda  he  convened 
a  task  force  composed  of  representatives 
from  the  Consortium  and  the  seven  state 
agencies  involved  with  early  interven- 
tion. The  group,  under  D'Amico's  chair- 
manship and  Berger's  leadership,  focused 
on  establishing  consistent  policies  across 
programs  and  agencies.  It  recommended 
the  formation  of  an  interagency  working 
group  under  the  direction  of  the  EOHS  to 
address  issues  of  interagency  planning, 
program  guidelines,  reporting  require- 
ments, program  monitoring,  and  cost-ben- 
efit accounting. 

The  working  group  met  throughout  the 
summer  of  1981  and  produced  a  report 
with  recommendations  for  policy  devel- 
opment in  each  of  the  above  areas.  While 
these  recommendations  were  still  in  draft 
form.  D'Amico  wrote  to  the  Undersecre- 
tary of  EOHS  expressing  his  hope  that 
"the  work  of  the  Task  Force  and  the  sub- 
sequent working  group  of  EOHS  not  go 
unnoticed."  He  asked  that  he  be  kept  ad- 
vised on  a  periodic  basis  concerning  the 
progress  of  the  EOHS  recommendations, 
and  noted  that  "no  time  should  be  lost  in 
transforming  the  recommendations  into 
sound  public  policy." 

At  the  beginning  of  the  next  legislative 


session,  in  January  1982.  with  the  encour- 
agement of  the  Massachusetts  Develop- 
mental Disabilities  Council  and  the  Con- 
sortium. D'Amico  introduced  Senate  Bill 
641.  "an  act  providing  for  certain  services 
for  the  purpose  of  early  childhood  inter- 
vention." The  bill  stopped  short  of  a  man- 
date. Rather,  it  formalized  the  policy  rec- 
ommendations of  the  Working  Group  by 
calling  for  the  establishment  of  an  inter- 
agency coordinating  committee  under  the 
direction  of  the  state  Office  for  Children. 

Support  Mobilization 

At  this  point  the  final  catalyst  for  mo- 
bilizing support  for  policy  change 
emerged:  the  involvement  of  the  Chair- 
man of  the  Senate  Ways  and  Means  Com- 
mittee. Chester  G.  Atkins.  Atkins  had 
been  appointed  Chairman  of  Ways  and 
Means  in  1979.  He  was  a  liberal  Democrat 
serving  under  a  conservative  governor, 
Edward  J.  King,  and  was  in  charge  of  the 
state  budget  when  the  major  statewide 
tax-cutting  proposal.  Proposition  2Vi.  was 
passed  by  the  electorate  in  1980.  During 
Governor  King's  term  in  office,  from 
1978-1982.  the  governor  gradually  lost  in- 
fluence and  power  with  the  legislature. 
The  leadership  vacuum  was  filled  by  key 
legislative  committee  chairmen.  Atkins 
quickly  became  one  of  the  most  powerful 
of  these  individuals.  In  a  time  of  financial 
crisis  Ways  and  Means  was  one  of  the 
most  important  senate  committees,  and  as 
Chairman  of  this  budget-making  commit- 
tee, Atkins's  influence  and  authority  rap- 
idly grew. 

The  staff  of  Atkins's  Ways  and  Means 
Committee  described  their  role  in  state 
government  as  not  only  making  budgets, 
but  also  making  policy.  As  one  senior 
budget  officer  noted,  "Our  task  is  to  de- 
termine how  state  government  should  be 
structured  to  provide  the  best  services." 
Even  after  Proposition  2xh  forced  the  lay- 
off of  6.000  state  employees.  Atkins  saw 
to  it  that  such  new  programs  as  respite 
care  and  day  care  vouchers  received  new 
funding.  Atkins  was  perceived  generally 
as  supportive  of  programs  for  women  and 
children,  and,  ideologically,  early  inter- 
vention was  an  issue  with,  according  to 
one  of  his  staff,  "no  political  downside  . . . 
no  negatives." 

Atkins  became  personally  aware  of  the 
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interagency  conflicts  and  policy  problems 
of  early  intervention  when  he  visited  the 
early  intervention  program  in  his  home 
district  of  Concord.  Massachusetts.  At  the 
suggestion  of  the  leadership  of  the  Con- 
sortium, the  director  of  this  program  and 
several  of  the  parents  who  lived  in  At- 
kins's district  invited  him  to  view  the 
program.  Once  there  Atkins  not  only  had 
an  opportunity  to  observe  an  excellent 
program  and  to  talk  with  the  director,  but 
he  also  met  with  parents  and  staff  mem- 
bers. 

He  heard  and  saw  what  D'Amico.  the 
Consortium,  and  the  Massachusetts  Early 
Intervention  Study  had  been  saying  for 
some  time:  Early  intervention  is  a  cost- 
effective  and  humane  activity  whose  po- 
tential is  being  impaired  by  inadequate 
state  funding  and  by  internecine  disputes 
between  state  agencies.  For  Atkins,  early 
intervention  brought  together  several  im- 
portant factors:  his  longstanding  support 
of  family-oriented  social  programs;  the 
needs  of  parents  and  professionals  in  his 
home  district:  and  his  statewide  respon- 
sibility to  oversee  the  formulation  of  a 
budget  that  would  make  both  "economic 
sense  and  human  service  sense"  for  the 
Commonwealth. 

Decision  Enactment 

When  Atkins  visited  the  Concord  pro- 
gram he  was  in  the  midst  of  committee 
hearings  regarding  the  FY  1983  budget. 
One  focus  of  these  hearings  was  the  DMH 
budget.  DMH  had  been  the  object  of  the 
state  legislature's  concern  for  several 
years.  It  had  been  the  defendant  in  class 
action  suits  regarding  its  treatment  of  in- 
stitutionalized retarded  individuals;  a 
court-appointed  monitor  was  still  trying 
to  settle  some  of  those  claims.  Problems 
of  lack  of  accountability  and  inefficiency 
had  also  been  widely  publicized  in  the 
Boston  Globe  and  other  newspapers,  and 
Atkins's  committee  was  pressing  the  DMH 
Commissioner  to  provide  documentation 
of  previous  years'  efforts  and  expendi- 
tures in  order  to  rationally  plan  for  the 
coming  budget  period. 

In  the  area  of  services  to  children  the 
Department's  record  was  weak.  In  one 
brief  period  the  agency  conducted  five 
separate  surveys  to  identify  children  in 
greatest  need,  then  did  not  allocate  funds 


to  carry  out  the  services  needed  for  them 
(Knitzer.  1982.  p.  52).  Still  other  issues 
emerged  during  the  budget  hearings.  For 
example,  in  FY  1982  the  DMH  budget 
included  $3.2  million  for  early  interven- 
tion. However.  $1.6  million  of  these  funds 
were  diverted  to  other  services.  Such  ac- 
tions as  these  led  the  Ways  and  Means 
Committee  to  conclude,  in  the  words  of 
one  senior  staff  member,  that  "there  was 
a  conflict  of  priorities  between  legislative 
intent  and  the  DMH  agency  implementa- 
tion." The  budget  hearings  that  occurred 
simultaneously  with  Atkins's  visit  to  the 
Concord  program  repeatedly  demonstra- 
ted this  point.  In  FY  1982  the  budget  de- 
liberations resulted  in  clear  instructions 
to  DMH  to  increase  children's  services 
and  reduce  administrative  costs.  Yet.  dur- 
ing the  hearings  on  the  FY  1983  budget  it 
was  disclosed  that  DMH  had  actually  re- 
duced services  to  children  while  main- 
taining its  administrative  structure  vir- 
tually intact. 

The  leadership  of  DMH  was  also  prob- 
lematic. The  Commissioner  was  under 
pressure  by  the  legislature;  the  head  of 
the  Mental  Retardation  branch,  under 
which  early  intervention  was  located,  had 
left  her  position  and  no  replacement  had 
been  appointed;  and  the  central  office 
staff  for  all  early  intervention  program 
activities  consisted  of  a  single  individual 
who  was  well-intentioned  but  nearly 
powerless  to  enforce  Agency  directives 
with  regional  and  local  area  administra- 
tors. 

The  time  was  ripe  for  major  change, 
and  both  the  mechanism  and  the  author- 
ity for  change  lay  within  Atkins's  grasp. 
His  strategy  was  to  transfer  early  inter- 
vention services  out  of  DMH.  In  the  pre- 
vious fiscal  year  Atkins  had  transferred 
the  Drug  Rehabilitation  program,  with  a 
budget  of  about  $5  million,  from  the 
highly  decentralized  DMH  to  the  highly 
centralized  DPH.  He  was  pleased  with 
DPH's  role  in  this  transition,  and  found 
that  DPH  worked  vigorously  to  ensure 
that  the  transfer  was  administratively 
smooth  and  that  services  were  not  dis- 
rupted. It  was  thus  not  unprecedented  for 
Atkins  to  suggest  that  other  worthwhile 
programs  be  transferred  from  DMH  to 
DPH.  In  some  respects,  the  transfer  of 
early  intervention  to  DPH  could  be  seen 
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as  both  a  means  and  an  end:  It  reduced 
the  unwieldy  and  unresponsive  bureauc- 
racy that  was  strangling  some  of  DMH's 
worthwhile  programs,  and  it  placed  early 
intervention  in  a  state  agency  with  a  clear 
focus  on  maternal  and  child  health  issues, 
and  a  respectable  administrative  reputa- 
tion. 

The  news  of  the  transfer  began  to  sur- 
face in  the  late  spring  of  1982.  With  the 
choice  of  DPH  as  lead  agency  Senate  bill 
641.  which  had  designated  the  Office  for 
Children  as  the  lead  coordinating  agency, 
was  no  longer  relevant,  and  was  allowed 
to  die  in  committee.  How,  then,  did  these 
policy  changes  become  formally  enacted? 

Legislation  by  Budget 

The  year  preceding  the  DPH  transfer, 
fiscal  year  1982.  was  the  first  full  year  in 
which  the  effects  of  the  radical  state  tax- 
cutting  law,  known  as  Proposition  2V2. 
were  felt.  FY  1982  was  also  the  year  that, 
in  the  words  of  several  human  service 
agency  administrators,  the  Ways  and 
Means  Committee  became  the  state  gov- 
ernment in  Massachusetts.  The  Commit- 
tee and  its  Chairman  assumed  this  power 
in  part  through  their  role  in  helping  cities 
and  towns  survive  the  impact  of  Proposi- 
tion 2%.  During  1981-82  the  Committee 
disbursed  S303  million  in  new  local  aid 
from  the  state.  These  were  funds  that  the 
cities  and  towns  needed  but  could  no 
longer  raise  through  property  taxes,  as 
they  had  prior  to  Proposition  2Vi.  Having 
satisfied  each  legislator's  first  priority  in 
this  manner,  the  Committee  next  turned 
to  a  thorough  analysis  of  statewide  pro- 
grams. The  results  of  this  analysis  of  state 
spending  patterns  appeared  in  more  than 
300  outside  sections  to  the  fiscal  year 
budget.  When  the  budget  was  enacted 
these  became  state  law  for  the  life  of  the 
budget.  It  was  in  one  of  these  outside 
sections  in  the  FY  1983  budget  that  early 
intervention  was  transferred  to  DPH. 
Ironically,  this  process  mirrored  the  Rea- 
gan government's  Omnibus  Reconcilia- 
tion Act  in  which  ( .ongress  was  bypassed 
and  the  budget  was  used  as  a  policy  tool. 
However,  in  this  instance  the  legislature, 
through  its  committee  structure,  bypassed 
the  governor. 

Thus,  the  changes  in  early  intervention 
policy  that  had  first  been  set  in  motion  by 


the  study  commissioned  in  1979  by  the 
MDDC  had  their  first  formal  statutory 
presentation  in  a  five-page  section  of  the 
FY  1983  budget.  The  major  changes  in- 
cluded the  following:  designating  DPH  as 
the  lead  agency  for  all  early  intervention 
services,  increasing  the  DPH  budget  by 
the  amount  reportedly  spent  on  early  in- 
tervention by  DMH  ($1.3  million),  adding 
$750,000  to  DPH  for  early  intervention 
program  expansion,  and  mandating  that 
the  Department  of  Public  Welfare  add 
early  intervention  to  its  list  of  reimburs- 
able services  for  Medicaid. 

As  the  transfer  formally  went  into  effect 
in  January  1983,  Atkins  and  D'Amico  in- 
troduced a  new  Senate  bill  that  mandated 
early  intervention  services  as  part  of  the 
General  Laws  of  the  Commonwealth.  This 
bill,  introduced  as  Senate  Bill  711  and 
passed  as  Chapter  699  of  the  Acts  of  1983. 
was  signed  into  law  on  December  13. 
1983,  by  the  new  governor.  Michael  Du- 
kakis. While  this  bill  was  pending  the  FY 
1984  budget  was  passed,  adding  another 
$500,000  to  early  intervention.  These  new 
funds  were  allocated  in  order  to  create 
new  programs,  as  well  as  to  cover  the 
shortfall  from  the  original  estimate  of  the 
costs  of  these  services. 

Factors  Affecting  Policy  Change 

The  policy  change  just  described  is  ob- 
viously multifaceted  and  multideter- 
mined.  It  required  logic,  readiness,  and  a 
receptive  political  environment.  Logic 
was  contained  in  the  issue  of  early  inter- 
vention itself.  The  unusual  needs  of  hand- 
icapped, young  children  were  clear,  the 
service  providers  were  able  and  commit- 
ted, but  the  administrative  and  fiscal 
barriers  were  intolerable.  Nevertheless, 
contrary  to  the  belief  of  most  service  pro- 
viders, logic  alone  does  not  suffice  to  mo- 
bilize policy  change.  In  1980.  an  Assistant 
Secretary  of  EOHS  claimed  that  early  in- 
tervention was  not  a  "target  of  opportu- 
nity" for  state  policymaking.  And  even  in 
1983  one  of  the  state's  top  budget  directors 
agreed  that  "from  a  fiscal  point  of  view, 
no  new  population  is  a  target  of  opportu- 
nity." 

Another  key  factor  in  policy  change 
was  the  readiness  of  individuals  with  vi- 
sion, vested  interest,  and  influence  to  take 
action.  Hayes  (1982)  suggests  that  vision 
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is  "a  unique  combination  of  idea  and  prin- 
ciple that  serves  a  participant's  policy 
goal"  (p.  44).  Vision  in  combination  with 
vested  interest  becomes  a  potent  factor 
for  mobilizing  political  activity.  The  lead- 
ers of  the  Consortium  and  the  Child  De- 
velopment Committee  of  the  Massachu- 
setts Developmental  Disabilities  Council 
demonstrated  this  vision  and  interest,  as 
well  as  a  grasp  of  the  underlying  logic  of 
the  problem.  But  only  Senators  D'Amico 
and  Atkins  brought  political  influence 
with  them  as  well.  Their  willingness  to 
use  their  influence  to  change  state  policy 
was  essential.  Hayes  (1982)  notes  that 
"principle  without  interest  seems  impo- 
tent: interest  without  principle  appears 
self-serving  and  manipulative"  (p.  46).  It 
can  be  added  that,  in  a  political  environ- 
ment, principle  and  interest  without  in- 
fluence is  futile. 

This  policy  change  was  also  related  to 
the  political  environment  in  which  these 
policymakers  were  functioning.  This  en- 
vironment was  one  in  which  the  Senate 
Ways  and  Means  Committee  had  a  role  in 
all  legislative  matters  that  had  financial 
implications.  It  was,  moreover,  an  envi- 
ronment in  which  Governor  King's  budget 
estimates — as  contrasted  with  Atkins's  es- 
timates— were  found  to  be  grossly  inac- 
curate. Because  of  this  King  lost  credibil- 
ity with  the  legislature,  while  Atkins 
emerged  as  one  of  the  most  powerful  fig- 
ures in  state  government.  Furthermore,  it 
was  an  environment  in  wh,ich  DMH  had 
lost  the  respect  of  the  legislature,  was 
being  painted  as  a  bureaucratic  villain  by 
many  people  both  in  and  outside  of  gov- 
ernment, and  had  a  weak  and  fragmented 
constituency  throughout  the  state.  The 
act  of  transferring  the  early  intervention 
programs  to  DPH  was  the  most  parsimon- 
ious way  of  cutting  through  DMH's  bu- 
reaucratic morass  while  at  the  same  time 
creating  a  defensible  administrative  struc- 
ture for  future  early  intervention  program 
growth  and  development.  Because  of  At- 
kins's stature  in  the  legislature  he  was 
able  to  take  this  strategic  step  with  prac- 
tically no  opposition. 

Understanding  these  three  factors — 
logic,  readiness,  and  the  political  environ- 
ment— helps  clarify  the  relationships 
among  the  individuals,  political  forces, 
and  other  factors  that  were  responsible 


for  the  specific  policy  changes.  But.  as  ha; 
been  shown,  this  process  of  change  also 
conforms  to  the  more  general  systems 
model  of  policy  development  presented 
by  Campbell  and  Mazzoni  (1976)  (cf.  Ta- 
ble I).  Issue  definition  occurred  early  in 
1979  when  the  Developmental  Disabili- 
ties Council  authored  their  Request  for 
Proposals;  the  ensuing  project  formed 
Phase  I  of  this  study.  The  Consortium  also 
played  a  major  role  at  this  stage,  particu- 
larly by  involving  Senator  D'Amico.  who 
translated  the  vision  and  interest  of  the 
original  early  intervention  advocates  into 
more  significant  political  terms.  Proposal 
formulation  took  place  under  the  aegis  of 
the  Task  Force  established  by  D'Amico 
and  was  led  by  the  Consortium.  The  ac- 
tivities of  the  Task  Force  yielded  two 
products:  a  set  of  specific  policy  recom- 
mendations, and  the  introduction  of  the 
first  early  intervention  bill.  Senate  Bill 
641.  Support  mobilization  also  took  more 
than  one  form.  At  a  grass-roots  level  i1 
was  seen  in  the  wider  acceptance  in  the 
legislature  and  the  press  of  early  interven- 
tion as  an  important  issue.  This  accept 
ance  was  hastened  by  the  political  matu- 
ration of  the  Consortium,  and  by  the  re- 
spect its  members  garnered  from  the  leg 
islature  when  they  showed  that  they 
could  pack  legislative  committee  hearings: 
with  articulate  parents  holding  young  dis 
abled  children  in  their  arms.  However 
the  major  mobilization  of  support  oc- 
curred when  Senator  Atkins  became  .in- 
volved and  lent  his  influence  to  the  issue. 
Once  he  identified  early  intervention  ac 
a  salient  issue  consistent  with  the  public 
role  expectations  he  had  established,  and 
an  issue  that  could  be  used  harmlessly  as 
a  foil  for  other  political  purposes,  he  be- 
came the  major  mobilizer  of  policy 
change.  He  was  also  responsible  for  the 
decision  enactment  in  the  outside  sections 
of  the  FY  1983  budget,  and  the  ultimate 
passage  of  the  second  early  intervention 
bill.  Chapter  699.  Thus,  early  intervention 
was  transformed  from  a  service  issue  lim- 
ited to  those  with  a  vision  of  the  need  for 
early  childhood  intervention  and  with 
vested  interests  in  its  delivery,  to  a  polit- 
ical issue  guided  by  logic,  constituent  sup- 
port, and  influential  leaders  committed  to 
common  goals. 


I 
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The  Future  of  Services  to  Handicapped 
Young  Children 

Having  established  the  need,  process, 
and  factors  that  led  up  to  this  major  policy 
change,  it  remains  to  evaluate  the  poten- 
tial effects  of  the  changes  that  were  pro- 
mulgated, and  to  describe  the  generaliza- 
ble  features  of  the  change  process.  Early 
in  this  paper  a  number  of  constraints  on 
the  provision  of  adequate  and  efficient 
services  were  identified.  One  such  con- 
straint concerned  the  state  agency  context 
in  which  early  intervention  programs 
functioned.  This  environment  was 
marked  by  fragmentation,  indecision,  and 
lack  of  coordination  and  leadership.  The 
policy  changes  enacted  by  means  of  the 
outside  sections  of  the  budget,  and  by 
Chapter  699.  address  these  issues  directly. 
A  mandate  for  early  intervention  has  now 
been  established.  Leadership  is  central- 
ized in  the  Department  of  Public  Health: 
the  other  state  agencies  with  responsibil- 
ity for  children  who  are  eligible  for  early 
intervention  are  directed  by  statute  to 
participate  in  an  interagency  advisory 
committee  that  is  invested  with  respon- 
sibility to  eradicate  the  administrative 
barriers  to  the  provision  of  services. 

Nevertheless,  the  transfer  to  DPH  and 
the  passage  of  the  early  intervention  bill 
does  not  conclude  the  policymaking  proc- 
ess. Weatherley  (1979)  notes  that  the 
meaning  of  policy  cannot  be  known  until 
it  is  worked  out  in  practice  at  the  "street 
level" — the  level  of  implementation.  Sev- 
eral major  implementation  issues  remain 
to  be  resolved.  For  example,  by  including 
early  intervention  within  the  range  of  ser- 
vices mandated  by  the  Division  of  Family 
Health  Services  in  DPH  the  potential  for 
bureaucratic  confusion  is  created,  as  a 
single  division  within  one  state  agency 
attempts  to  oversee  obstetric,  neonatal, 
pediatric,  early  intervention,  and  family 
support  services.  The  DPH  administrators 
will  bear  the  responsibility  for  organizing 
and  managing  this  continuum  of  services. 

Both  DPH  officials  and  program  pro* 
viders  must  confront  the  potential  prob- 
lem of  eligibility  criteria.  DPH  programs 
have  traditionally  served  only  children 
with  biological  risks  or  established  medi- 
cal conditions.  Children  who  are  environ- 
mentally at  risk  have  usually  been  consid- 


ered the  responsibility  of  the  Departments 
of  Mental  Health.  Social  Services,  or  Wel- 
fare, rather  than  Public  Health.  Unless 
specific  efforts  are  made  by  DPH  and  the 
early  intervention  programs,  these  chil- 
dren might  be  served  by  different  pro- 
grams or  by  different  agencies  (specifi- 
cally DMH).  Such  a  solution  is  greatly 
unsatisfactory.  It  overlooks  the  common- 
alities among  children  and  families  at 
risk,  ignores  that  children  are  often  ac- 
curately classified  in  more  than  one  risk 
group,  and  invites  an  administrative 
nightmare  at  least  comparable  to  that 
which  existed  prior  to  the  DPH  transfer. 

Finally,  new  fiscal  problems  may  de- 
velop during  implementation  as  well.  Ef- 
forts are  under  way  to  develop  a  "unit  of 
service"  system  for  DPH  funding  and  for 
reimbursement  by  Medicaid  and  by  pri- 
vate insurance  companies.  The  danger  in 
this  strategy  is  the  creation  of  two  unequal 
payment  systems:  medical  and  therapeu- 
tic services  that  are  typically  reimbursa- 
ble, and  educational  and  social  services 
that  insurers  commonly  do  not  support. 
All  of  these  services  are  closely  inter- 
woven in  early  intervention  programs.  If 
the  proposed  unit  of  service  regulations 
allows  them  to  be  separated  and  provided 
by  different  agencies  the  result  for  fami- 
lies will  be  less  efficient  and  effective 
services. 

Thus,  the  process  of  policymaking  ex- 
tends into  the  implementation  phase. 
However,  the  context  of  implementation 
has  been  significantly  altered  by  reorgan- 
ization and  reformulation  of  these  ser- 
vices at  the  state  level.  The  majority  of 
the  recommendations  from  Phase  I  of  the 
project  have  either  been  acted  upon  al- 
ready, or  are  in  the  process  of  being  en- 
acted through  the  pooling  of  funds,  re- 
sources, and  personnel  from  several  state 
agencies. 

As  with  other  public  policies,  the  deli- 
cate balance  between  vision,  interest  and 
principle  that  was  so  critical  to  the  for- 
mulation of  these  policies  must  be  main- 
tained. Scheffler  (1984)  notes  that  "the 
policymaker  stands  not  outside  the  realm 
of  value  but  squarely  within  it"  (p.  155). 
The  key  policymakers  in  this  account  of 
policy  change  embraced  a  set  of  values 
consistent  with  those  of  early  interven- 
tion, and  this  congruence  of  values  was 
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critical  in  the  policy  formation  process. 
Yet.  one  of  the  lessons  of  this  account  of 
policy  change  is  that  public  policy  deci- 
sions are  motivated  as  much  by  influence 
and  self-interest  as  by  ethical  principle. 

The  role  of  the  key  policymakers  re- 
flects both  the  strength  and  the  vulnera- 
bility of  the  policymaking  process  de- 
scribed in  this  paper.  These  individuals 
with  power  and  authority  to  enact  policy 
decisions  stand  at  the  top  of  a  hierarchical 
system  composed  of  constituent  groups, 
research  studies,  professional  practice, 
proposal  formulations,  and  mobilized  sup- 
port. If  the  policymakers  concur  with  the 
desires  of  their  constituents,  if  they  appre- 
ciate the  logic  of  the  problems  being  pre- 
sented to  them,  and  if  they  can  maximize 
the  potential  of  their  political  environ- 
ment, then  new  policy  initiatives  have  a 
high  probability  of  success.  However,  if 
the  policymakers  are  unable  or  unwilling 
to  carry  the  needed  changes  through  to 
their  conclusion,  if  the  logic  of  the  prob- 
lem is  not  clearly  presented  or  pragmati- 
cally based,  or  if  the  constituencies  are 
not  well  organized,  the  policy  initiative 
will  probably  founder.  In  such  cases  a 
functional  analysis  of  the  policymaking 
process  may  yield  suggestions  for  future 
actions  that  could  result  in  more  favorable 
outcomes. 

Clearly,  other  models  of  policy  change 
that  are  less  hierarchical  could  be  pro- 
posed: Different  political  contexts  neces- 
sitate different  approaches  to  policy 
change.  But  the  functional  model  pre- 
sented in  this  study  helps  organize  appar- 
ently idiosyncratic  events  into  a  general- 
izable  pattern,  and  offers  a  rational  foun- 
dation for  understanding  policy  initiatives 
even  when  they  evolve  from  contexts  that 
seem  to  defy  orderly  description. 
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